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The City View Sanitarium : 
SEPARATE BUILDINGS. FOR ‘MEN AND WOMEN. NASHVILLE, TENN. 


A licensed ethical private institution for the treatment of Mental and Nervous Diseases, and a. 
selected class of Alcoholic and Drug addictions, Commodious, well arranged,- and thoroughly. 
equipped buildings. Women’s department. just completed, fireproof.throughout, Home-like sur 
. roundings a special feature. Specially trained nurses. Two resident physicians. Capacity 60.- 
“Consultants—Dr. Duncan Eve, Dr. Wm. G. Ewing: Dr. J. AL “Witherspoon, Dr. Pavl F.. 
Dr.'S. Dr. B. Graday, Dr. W. W. Core. 
JOHN W. STEVENS, M.D., Physician-in-Charge. 
’Phone Main 2078. TENN. Rural Route No. 1 


MEDICAL DEPARTMENT Session opens 
years’ ccurse; unexcelled laboratory and clinical facilities: Dormiz 
_ tory for medical students in first two years. Over seventy teachers. 


UNIVERSITY Established fn 1838. Two 
D EPT. OF PHARMACY graded course thirty-two weeks 
for degree of Ph. C, Fodd-and drug for students prepared: 

OF Women admitted on same terms as. men. « Begins Oct. 1, 1909. 


LOUISI ANA. Catalogues: Address. DR. ISADORE DYER, Dean, 


EST ABL ISHED 1890. 


MODERN up to-date, private with steam elec- 
tric fans, modern pluinbing and new furnishings. Solicits all chronic cases, functional 
and organic nervous diseases, diseases of the stomach ° and intestines, rheumatism, 
gout and uric acid troubles, drug habits and non-surgical diseases of women. No insanity 
or infectious.cases treated. “Bed-ridden’ cases not received without previous arrangement, 


Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, High 
~ Frequency, drc, Light and X-Ray Treatments given by competent Physicians 
and Nurses under the immediate supervision of the Medical Superintendent. : 
Special laboratory facilities for diagnosis by urine, blood, sputum, gastric juice : 
and X-Ray. Recreation hall with pool and billiards for free use of: patients. 4g 


Rates, $25 per. week, including treatment, board, medical attention and general Hiuyeing. We would be : 
pleased to send you ‘our large profusely. illustrated catalog: = x. 


THE POPE SANATORIUM 


Long Distance Phones INCORPORATED 5 West 
CUMB. M, 2122 2122 “LOUISVILLE, KENTUCKY 
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A Post-Graduate Course in Surgery FOR MEpIcal 


Dr. Horsley, assisted by Dr. W. A. Shepherd, Dr. E. H. Terrell and others, offers a post-graduate course in Surgery, which 
embraces (1) Clinical Surgery, (2) Surgical Pathology, (3) Experimental Surgery. 

In Clinical Surgery examinations will be made of patients before operation, and the technic at the operation, tegether with 
the pathological lesions present, will be demonstrated whenever possible during the operation. Particular care will be paid to 
instruction in the details of after-treatment. This course will be given at the Memorial Hcspital. 

The course in Surgical Pathology will consist of demonstrations in Dr. Horsley’s laboratory of gross specimens and micro- 


ane — together with histories of the cases from which the specimens were obtained and a Seomtotien of the operation | 
and the results. 

In Experimental Surgery cperations will be performed upon dogs. = this course the class will meet twice a week and each ; 
student will have frequent opportunity to operate. The operations will be performed under general anesthesia and will embrace the 
ligation of arteries, the making of abdominal incisions, suturing iatertional wounds, trephining, resection of ribs, amputations, etc. 

The classes will be limited to four students, and will be made up in the order of application. The course will last four 
i. and Pata ya will be given each day, except Sunday, in Meither clinical or laboratory work. The fee for the entire course 

urgery is $25. 

Dr. W. A. Shepherd, Director of the Microscopical Laboratories at the Medical College of Virginia and Clinical Pete = 
Memorial Hospital, will give a course in Clinical Diagnosis to be conducted in the laboratory of the Memorial Hospital. 
will include examinations of blood, feces, sputum, gastric contents, etc., and will cover a period of four weeks. The heme wilh be 
so arranged as not to conflict with the course on Surgery. Fee $25. 00. 


For further information apply to 


J. SHELTON HORSLEY, M.D., 303 W. Grace Street, Richmond, Va. 


THE POTTENGER SANATORIUM 


MONROVIA, CALIFORNIA A well-equipped institution for 
, the scientific treatment of Tuber- 
culosis, situated in the foothills 
of the Sierra Madre Mountains, 
stxteen miles east of Los Angeles. 
Twenty-four rooms and eighty 
bungalows. One-fourth of our 
accommodations with private 
bath. All modern conveniences. 
Close personal 
‘F. M. POTTENGER, A.M., M. 
CHAS, C, BROWNING, 
Medical Directors. 
J. E. POTTENGER, A.B., M.D., 
Chief of Laboratory. 
Los Angeles Office: 1202-3 Union 
Trust Bldg, Corner Fourth and 
Spring Streets. 
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BEECHHURST SANITARIUM 


LOUISVILLE, KENTUCKY 


A thoroughly modern 
and well equipped 
psychopathic hospital 
for the treatment of . 
nervous and mental 
diseases, drug addic- 
tions and alcoholism. 
Ample buildings. De- 
tached apartments for 
special cases. 
Twenty-five acres of 
wooded lawn. High 
and retired. 


H. H. YEAMAN, M.D., 


Superintendent. 
(Late Supt. Central Ky. Asylum) 


H. B, SCOTT, A.M.M.D., 


Asst. Physician. 


Long Distance Phones: 


Cumberland, E, 257a 
Home, 


St. Luke’s Hospital 


Dr. Stuart McGuire’s Private Sanatorium 
RICHMOND, VA.. 


Owned and personally conducted by 
Dr. Stuart McGuire for the exclusive 
use of his private patients. 


Building erected for the purpose to 
which it is devoted, and combines the 
comforts of a home with the conven- 
iences of a modern hospital. 


Located in residential section, con- 
venient to all part of the city by mean. 
of the street car service. 


Capacity for sixty patients. Single 
and double bedrooms, with or without 
bath. No wards. 


Designed for surgical and gynecolog- 
ical cases. No contagious diseases, in- 
sane or colored patients received. 


Cost of board and nursing and other 
information May be obtained by ad- 
dressing the Secretary. 
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Medical Department of Vanderbilt University 


_ Session opens September 16, 1909, and closes May 2, 1910. The course consists of four 
. years of seven and one-half months each, and the requirements for admission is a diploma from 
.* a recognized high school, or its equivalent, During the first two years the student is taught the 
fundamental branches by lectures and recitations and many hours spent in the various labora- 
tories. In the junior and senior years the practical work is taken up, and much time is devoted 
to bedside instruction. Vanderbilt owns and maintains its own hospital, in the wards of which 
the students are given a thorough course in bedside instruction. Vanderbilt is a member of the 
Association of American Medical Colleges, and this Association is recognized by all State Examin- 
ing and Licensing Boards. 

FACULTY 


J. H. KIRKLAND, Chancellor. 

bee L. DUDLEY, M.D., Dean, Professor of Chemis- 
ry. 

G. C. SAVAGE, M.D., Professor of Ophthalmology 
(Defects of the Eye). 


DUNCAN EVE, M.D., Professor of Surgery. 


J. A. WITHERSPOON, M.D., Professor of the 
Practice of Medicine and Clinical Medicine. 
GEORGE H. PRICE, M.D., Professor of Diseases 
of the Eye, Ear, Throat and Nose. 

W. H. WITT, M.D., Professor of Materia Medica 
and Therapeutics. 

J. T. ALTMAN, M.D., Professor of Obstetrics. 

RICHARD A. BARR, M.D., Professor of Abdomi- 
mal Surgery. 

LUCIUS E. BURCH, M.D., Professor of Gyne- 
cology. 

S. S. BRIGGS, M.D., Professor of Anatomy. 

WM. LITTERER, M.D., Professor of Histology, 
Pathology and Bacteriology. 

E. G. WOOD, M.D., Professor of Medicine and 
Clinical Medicine. 

M. C. MceGANNON, M.D., Professor of Clinical 
Surgery. 

Ss. S. CROCKETT, M.D., Professor of Obstetrics. 


R. L. JONES, M.D., Professor of Physiology. 


OWEN H. WILSON, M.D., Professor of Diseases 
of Childern. 


G. P. EDWARDS, M.D., Professor of Neurology, 
Dermatology and Electro-Therapy. 


CHARLES S. BRIGGS, M.D., Professor of Genito- 
Urinary Surgery. 


J. W. HANDLY, M.D., Professor of Venereal 
Diseases. 


W. A. BRYAN, M.D., Professor of the Principles 
of Surgery. 


W. G. EWING, M.D., Professor of Medical Juris- 
prudence and Toxicology. 

J. M. KING, M.D., Professor of Dermatology. 

LARKIN SMITH, M.D., Professor of Hygiene and 
Preventive Medicine, and Associate Professor 
of Pathology. 

OLIN WEST, M.D., Adjunct Prof: of Chemi 
try. 

W. C. DIXON, M.D., Adjunct Professor of Medi- 
cine. 


A. N. HOLLABAUGH, M.D., Adjunct Professor of 
Anatomy, 


For Further Information, Address L. E. BURCH, M.D., Secretary, 120 Eighth Avenve, Porth, Nashville, Tennessee 


INDEX FOR 1909 
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Resemblance between the Clinical Effects of Pneumococci and Meningococci Injections ........ 1194 
‘The Practical Value of Spinal Percussion 1n Diseases of the Mediastinum ..................... 1195 
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The Most Practical 
Desk for Your 
Office 


This handsome Flat Top 
Desk is supplied with any 
combination of nine kinds 
of filing drawers. These 
eH are made for filing Letters, 
& Index Cards, Folded Doc- 
i uments, Catalogs and shal- 
low drawers suitable for 
samples, instruments, etc. 

Physicians usually. re- 
quire a file for a card in- 
dex, patients’ record, card 
ledger or other data. 
Their correspondence also 
should be kept at their 
fingers’ ends. This and 
many other practical fea- 


handsome desk. 


slide shelves. 


free.) 


Sic “COMPLETE OFFICE ON LEGS” 


tures are embodied in this SOLID OAK—SANITARY—HANDSOME 


The pattern shown above is equipped with a drawer for 4,500 3x4 index cards, a vertical file for 
5,000 letters, two small and large storage drawers with plain solid bottoms. Also two extension 


Made in Solid Oak, finished either golden or weathered and equipped with any combination of 
the nine kinds of drawers at price quoted above. Birch Mahogany, $24.50, delivered. Freight 
paid east of Mont., Wyo., Colo., Okla. and Texas. 

In and West of these States add 15 per cent. 

Write for catalog “C,” our compendium of infor- 


mation on “Space Economizers’’—filing cabinets, The y vig Mf C 
“B” shows. sectional g. O. 


card indexes, etc. Catalog 


bookcases in all popular finishes and designs. (Both 7 
. 160 Union Street, MONROE, MICHIGAN 


THE FILES YOU NEED AT YOUR FINGERS’ ENDS 


No. 555 


Pat. App. 
For 


Delivered 


DR. WicLIAM KRAUSS’ 
Medical Laboratory 


—AND— 
VICKSBURG, MISS. 


Write for fee bill and information 


Louisville Research Laboratory 
Of Chemistry, Bacteriology, Pathology, Etc. 


(INCORPORATED) 


ELLIS S. ALLEN, A.B., M.D., Pathologist. 

JNO. L. KENDALL, B.S., Ph.G., M.D., Chemist, 
BENRARD J. 0’CONNOR, A.M., M.D., Pathologist. 
EDWIN T. BRUCE, B.S., M.D., Radiographer. 


Clinical Examination of all Kinds for Physicians. 

Commercial Chemical Analyses for Manufacturers, Etc. 

Photographic, Microphotographic, Lantern Slide and X-Ray Work for 
Physicians. 

Post-Graduate and Preliminary Courses in Above. 

For Mailing Cases, Instructions, Report Blanks, Fee Tables, Etc., write 

B. J. O’Connor, Secreetary, 701-703 Atherton Building, Louisville, Ky. 


ENLEW BUILDING 


Aackson, Wtss. 


E. C. FELLOWS 


BATON ROUGE, LA. 


STATIONERY 


Brandon Printing Co. 


Is never dignified and attractive unless he has the right kind of 
printer do the work. Printed work, as we design and execute 
it, is neat and handsome, while our genuine steel die embossing, 
at a little higher price, simply cannot be surpassed. We will be 
glad to send you samples and quote prices. Write us. 


NASHVILLE, TENN. J 
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KEEN’S SURGERY 


Volume V Ready To-day 


Volume V completes a work that will remain for many years the final 
word on surgery in any of its branches. Its authors continue the list of 
international authorities, which gave the stamp of accuracy and practical 
adaptability to the four previous volumes; and the subjects treated in- 
clude some of the most important in surgical practice. Volume V is a 
book of 1274 pages, containing 550 original illustrations, 45 in colors. 


AUTHORS AND CONTENTS OF VOLUME V 


E. E. Montgomery, M.D. 
John M. Fisher, M.D. 
P. Brooke Blond, M.D. 


Female Genito-Urinary Organs 
(Gynecologic Surgery) 


John H. Gibbon, M.D. : . Surgical Technic 
Warren Stone Bickham, M.D. of in Continuity; Amputations 
James P. Warbasse, M.D. . Operations on Bones and Joints e 
John B. Roberts, M.D. . . . .  . . Plastic or Reconstructive Surgery 
William L. Estes, M.D. . Surgery of Accidents 
Charles H. Mayo, M.D. Parathyroid Bodies 
Charles H. Frazier, M.D. hiewnndad Sevens of the Fifth (Tri-gemi- 2 
: nal and Eighth (Auditory) Nerves. fs 
Hobart Amory Hare, M.D. . General Anesthesia and Anesthetics 
2 Karl G. Lennander, M.D. : . Local Anesthesia 
Fredrik Zachrisson, M.D. ‘ (Spinal) Anesthesia 
Ernest A. Codman, M.D. ‘ ‘ The X-Ray and Radium 
Hampton L. Carson, Esq. . Legal Relations of the Surgeon 


M. Late Coplin, M.D. 
and Surgical Diagnosis. 
Albert J. Ochsner, M.D. : . Surgical Organization of a Hospital 


ciateaibiiaes as an Aid to Surgical Technie 


Keen’s Surgery.—Five octavo volues of 1000 pages each, with 2588 original illustrations, 
136 in colors. Edited by W. W. KEEN, M.D., LL.D., Hon. F.R.C.S., Eng. and Edin. 
fer volume: Cloth, $7.00 net; Half Morocco, $8.00 net. , 


Send for Descriptive Circular 


W. B. SAUNDERS COMPANY 925 Walnut Street, Philadelphia 
London: 9, Henrietta Street, Covent Garden Australian Agency: 430 Bourke Street, Melbourne ; 


| 
| 
| 
| 
i 
q 
: 
4 q 


vi 


ADVERTISEMENTS—SOUTHERN MEDICAL JOURNAL. 


Dr. Moody's Sanitarium, San Antonio, Texas, Fer Nervous and Mental Diseases, 


modern building and two detached cottages, with ample provision for proper classification, and 
with equipments and conveniences for genial home environments, comforts, and for rational 
scientific treatment, which is strictly along ethical lines. Location and locality ideal for health, 
rest and recuperation. Rooms may be had in suite, or with private bath. Seven acres of beauti- 
ful lawn and shade. Surrounded by several hundred acres of City Parks and by New Government 
Post Grounds. Address, G. H. MOODY, M.D., 315 Brackenridge Avenue. (Formerly Assistant 
Physician to State Asylums at Austin and San Antonio, Texas.) 


THE DOUGLAS INFIRMARY 


A Private Institution for the 
Treatment of Surgical Diseases 


Richard A. Barr, M.0., Secord Ave. S., and Peabody St., Nashville, Tenn. 


Sent On Approval 


~ GHLIN 


Q \UGHLIN— 
DETROIT MICH. U.S.A. 


SOUTHERN MEDICAL JOURNAL, Nashville, Tenn. 


You may enter my subscription for the Southern Medical Journal, to begin 


number, at $2.00 per year. I will send you 


$2.00 within 60 days from date. 


605 Majestic Bidg., 
Mich. 
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D AVIS INFIRM ARY For Diseases of Women and Surgical Come The building is well 
’ and Hospital Training School for Nurses constructed for surgical 
work, and especially for abdominal cases. The annex and other improvements recently made, to- 
pate sl —" the well known facilities previously in use, provide increased facilities and complete 
equipmen 
Competent Staff of Consultants and Assistants—Neurologist, Internist, Opthalmologist, Cystescopist, Radiologist, Pathologist 


Free Ambulance Service. 


J. D. S. DAVIS, M.D., Birmingham, Alabama. 


The Globe Spells Practice 


GLOBE NEBULIZERS represent a complete 

system of rational treatment for Ear, Nose, 

Throat and Lungs. 

GLOBE COMPREST AIR VIBRATORS are 

a part of this system, and We oe 

make Vapor Vibration pos- 

sible, 

GLOBE ELECTRIC AIR 

PUMPS are very 

acme of apparatus for sat- 
isfactory air supply—for 

Globe Electric Air Pump No. 19 any therapeutic purpose— 

also, by the way, for your automobile. 


We make the prices right. Illustrated Catalog free. 


Equip now, for the season is here. 


GLOBE MANUFACTURING CO 


DEPT. S. BATTLE CREEK, MICH. No. 55189 


. 
q 
vu 
: 
{ 
SF q 
| 
q 
| 
| 
q 
e 


viii ADVERTISEMENTS—SOUTHERN MEDICAL JOURNAL. 


GET A COZY CAB NOW FOR 
YOUR WORK THIS WINTER 


Don’t expose yourself to snow and rain storms, and bitter, cold winds—it isn’t necessary. \ 
Thousands of physicians travel in perfect comfort in any kind of weather, day or night, all 
the year round, in the COZY CAB, the only real light-weight, closed-or-open, blizzard-proof 
physicians’ cab on the market. This cab is used in the Dakotas, in Louisiana, in Chicago, Phil- " 
adelphia, New York, Portland, and in fact every part of the United States. 


READ THESE CONVINCING LETTERS : 


“IT cannot say enough for my Cozy 
Cab. I would not sell mine for $500 f 
if I could not get another one. Why, 
I drive in all kinds of storms, wind, 
rain, snow and even mud, in perfect 
comfort. I don’t see why every physi- 
cian who has to drive does not have 
one of your cabs. Its construction is 
light—as well as the draft. I could 
not be without it.” 

J. F. M’GARVEY, M.D. 
Lorain, Ohio. 


“We had a stormy period lasting two 
days, and so I tried my buggy to my 
heart’s content, and can truly say that 
it is even better than I expected. The 
curtains evidently solve the question 
as_to comfort on a rainy or dusty, 
windy day. I am pleased with the buggy, and you may draw on me at any time.” 

W. B. M’KNIGHT, M.D., Mansfield, Texas. 


“The Medic Cab arrived in good shape. I have ridden in it for ten days and am pleased with 
it. I shall instruct my banker to send you draft for the amount of the buggy. The buggy 
is creating a good deal of interest on the part of observers and it will doubtless sell others 
in this vicinity.” J. L. HEFFRON, M.D., Syracuse, N. 


“My Cozy Cab has been set up and 
now stands in front of my door in 
all its grandeur, receiving favorable 
comments from every one who is for- 
tunate enough to see it. We have been 
having quite a little rain here this 
morning and I have been jogging about 
under the protection of your cab, keep- 
ing perfectly dry and enjoying myself 
immensely. It certainly is a daisy.” 

B. B. FOSTER, M.D., 
Portland, Me. 


Get our catalog and 30-day free 
trial plan 


The catalog contains 48 pages, nearly 

100 illustrations, and answers all ques- 

tions about the Cozy Cab. FOUTS & HUNTER COMPANY 
79 S. Third St., Terre Haute, Ind. 


THE CATALOG IS FREE Without placing me under any obligation to buy, 
PLEASE USE THE COUPON — ~ — Cozy Cab Catalog. I may buy a new 


Fouts & Hunter G0, | 


79 South Third Street 
TERRE HAUTE INDIANA 
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AN OPEN LETTER. 


TO THE MEDICAL PROFESSION: 


It is the one great desire and object of this Journal 
to render to the profession of the South as much valuable 
service as it possibly can. The way to accomplish this is 
through original articles, reports of cases and abstracts. 


The Journal wishes to emphasize the fact with reference 
to original articles that it will spare no means on its part 
to present in the very best form any article it may publish. 
It will cheerfully prepare plates of illustrations, and 
really, it urges writers to illustrate articles by photo- 
graphs or drawings. Illustration clears up the subject 
matter and renders it of greater value. Southern writers 
are urged to send their work to this Journal. Much valuable 
and useful information would be given if unusual and in- 
teresting cases were reported. . 


It, therefore, requests the profession, especially 
those interested in improving the practice of medicine, to 
send the Journal original articles on subjects of their 
own choice and also reports of cases which contain an ele- 
ment of instruction. A wide support of this kind has come 
from the entire profession of the South, and the Journal 
solicits such continued support as will insure maintenance 
of its high standard in medical literature. 


Respectfully, 


SOUTHERN MEDICAL JOURNAL. 
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“We Progress Change” 
ALLISON 


of physicians’ tables, chairs, cabinets and 
specialties show the “Progress” we have made 
through years of constant improvement and 
“Change.” If your equipment is old-fashioned 
and out-of-date, you have failed to progress 
with the times and a “Change” is due. 


Three things are essential to the successful practitioner of 
medicine—knowledge, self-confidence and the proper appli- 
ances. If you have the first two, we can supply the third. 


your skill and reduce your difficulties to 
a minimum. An examination of our cat- 
alogue will show to the casual observer 
why the word “ALLISON” has become a 
synonym for the BEST. 


W. D. ALLISON CO. 


87 N. Alabama St. INDIANAPOLIS, IND. 


We are confident that we can supplement 
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«| The DeMoville | - 


Surgical Department 


Under the Management of an Experienced Instrument Man 


We wish to announce to the profession that we are now in position to 
furnish you anything you may need in the instrument line on short notice. 
We carry a well assorted stock of instruments, dressings, hospital supplies, 
elastic stockings, abdominal supports, trusses, crutches, and, in fact, any- 
thing in this line. We carry only dependable goods. We are agents for the 
Kuy-Scheerer Co., Koch & Co., Becton, Dickinson & Co., Ransdale-Faich- 
ney Co., Bausch & Lomb Opt. Co., Victor Electric Co., The Electro Surgical 
Instrument Co., also other standard makers. We are in a position to furnish 
bids on hospital supplies and laboratory outfits of any size, and would be 
pleased to quote prices. 


This department is under the supervision of our Mr. Jos. Taylor, who 
would be pleased to call on you at any time to furnish any information you 
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MISTAKES IN MEDICAL PRACTICE* 
By S. G. BONNEY, M.D., Denver, Colo. 


In full appreciation of the honor conferred 


by the invitation to deliver this address it 


has been my desire to select a subject worthy 
of the occasion. To present a clinical study 
embodying the results of personal observa- 
tion seems inadvisable, as such a contribution 
is more appropriate in the scientific program. 
A discourse of more general nature has been 


suggested, a decision being made with some. 


hesitation in view of the admirable manner 
in which topics of this character have been 
discussed by physicians of ripe experience and 
signal ability. For many years attention has 
been called by medical essayists to such con- 
siderations as the progress achieved in the 
science and art of medicine, the various prob- 
lems incident to higher medical education, the 
ethics of the profession, the evolution of the 
specialist, the incentives to scientific research, 
the co-ordination of laboratory investigation 
and clinical observation, the commercial as- 
pects of medical practice, the relation of the 
profession to the public, and other correlated 
features of more or less general interest. 

I trust that it may not be unprofitable for 
the association to listen to a few remarks con- 
cerning the more common errors committed 
by a profession of whose achievements each 
member may well be proud. Notwithstand- 
ing the brilliant discoveries in the laboratory, 
and the corresponding progress in the medical 
art, unfortunate mistakes of. practice remain 
sufficiently frequent to reflect perhaps a meas- 
ure of discredit. Such occurrences, however, 
often represent but the disciplinary stage 
through which genuine advance is possible. 
If properly utilized they become of material 
advantage in the acquirement of greater med- 
ical attainments. Not infrequently deficien- 


cies of observation and judgment with result- 
ing disappointments and mortification follow 
the best efforts of trained, conservative stu- 
dents. Upon the other hand, conspicuous suc- 
cess may confirm the utterances of those who 
are always positive and sometimes accurate. 
In general a knowledge of one’s limitations, 
no matter how moderate the ability, is an ele- 
ment of far greater safety than the possession 
of extraordinary gifts if too acutely appre- 
ciated. 

It has long been accounted an obligation to 
collaborate the results of clinical study and 
to record unique interesting observations. In 
many cases reports of this nature are repre- 
sentative of unusual conditions, refined diag- 
noses, and satisfying results of therapeutic 
management. Though not always agreeable, 
it is no less a duty of the physician to ac- 
knowledge his fault and to permit the fullest 
medical publicity in order that other members. 
of the profession may derive therefrom all 
possible assistance. Disinclination to do this: 
tends to impoverish medical literature, and — 
deprives the student and practitioner of the 
educational value of these mistakes. In the 
midst of obscure conditions the greatest effi- 
ciency is acquired only when one is enabled to 
profit from previous erroneous conclusions. 

It is in no sense humiliating to record mis- 
takes in medical practice provided the physi- 
cian is assured that his investigation has been 
thorough and his reasoning correct upon the 
basis of the evidence attainable. Owing 10 
the complexity or incompleteness of clinical 
manifestations a misconception of the aciual 
condition may occur even despite accurate ob- 
servations and assiduous study. Notwith- 
standing a careful review of the history anu 


* Address delivered before the Mississippi Valley Medical Association.October, 1909. 
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symptoms, a masterful recognition of the 
physical signs and a comparison of the clin- 
ical and laboratory findings, the problem of 
diagnosis may still remain difficult of solution, 
To remove the uncertainty incident to con- 
fusing data it is necessary to select facts wise- 
ly, to distinguish between the important and 
the immaterial, and to analyze experience. In 
addition to the acceptance of important evi- 


dence, accuracy of diagnosis demands the em-— 


ployment of such mental processes as will per- 
mit logical deductions. Intelligent observa- 
tion is not always attended by infallibility of 
reasoning. To err occasionally in an attempt 
to formulate practical conclusions after patient 
investigation, is the inevitable allotment of 
every clinician. In ministering to the infirm- 
ities of others in matters necessarily difficult 
and doubtful, a physician is more conscious 
of his limitations than of his merits. It is 
only when the mistakes in medical practice 
are caused by superficial observation, hasty, 
incomplete examinations, and incorrect inter- 
pretations that they may justly be regarded 
a reproach. 


Nevertheless in a large number of cases the 
delays and inaccuracies of diagnosis are not 
occasioned by a paucity of symptoms and 
signs, nor by an absence of attainable labor- 
atory data, but by an inexcusable failure to 
utilize the readily available findings. Nor is 
this explained by a lack of familiarity with the 
newer means of diagnosis as often by the neg- 
lect of the old-fashioned methods, wiihout 
which definite conclusions are often quite im- 
possible. A comprehensive yet selective re- 
view of the history and symptoms, physical 
exploration of the chest and abdomen, the in- 
telligent use of the thermometer, and thorough 
examination of the urine and sputum, must 
not be overlooked in the enthusiasm for the 
investigation of stomach and intestinal con- 
tents, the examination of the cerebrospinal 
fluid, or a study of the opsonic index. In the 


same way erroneous conceptions of treatment 
do not result so much from a lack of knowl- 
edge concerning the essential features of ther- 
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apeusis, as from the faulty application of 
these cardinal principles amidst varying indi- 
cations. 

Let it not be imagined that the mistakes in 
medical practice coming under my observa- 
tion have been made largely by others. My 
own experience has been a profitable one as 
much by reason of my deficiencies as from 
any possible successes. 

A conspicuous instance was the aspiration 
of the ventricle in a case of supposed per'car- 
dial effusion. The early features of this case 
were a period of malaise and lassitude of one 
week’s duration in a child ten years of age, a 
temperature of 102 degrees, pulse of 108, pal- 
lor, dullness of expression, and negative phys- 
ical examination. Among later clinical man- 
ifestations were severe pain in the left shoul- 
der, intense precordial discomfort, a pericar- 
dial friction sound, and a faint mitral systolic 
murmur at the apex. Restlessness was ex- 
treme and the suffering difficult to control in 
spite of hypodermics of codeine, and finally 
of morphine. The temperature ranged from 
104° to 105° at all hours of the day, the pulse 
being from 144 to 150, and of very poor qual- 
ity. Dyspnea, cyanosis and insomnia were 
marked. A diagnosis of pericarditis had been 
made and treatment instituted in accordance 
with this conviction. Despite active therapeu- 
tic management there was noted a progressive 
increase in the area of cardiac dullness. This 
extended nearly to the clavicle, slightly over 
an inch to the right of the sternum, and an 
inch and one-half to the left of the left nipple. 
Both the pericardial friction and the endo- 
cardial murmur had disappeared. The heart 
sounds were distant and muffled. The diag- 
nosis having been confirmed by three consult-. 
ants it was decided in view of the desperate 
condition to resort to immediate paracentesis 
of the pericardial sac. Puncture was made 
in the fifth interspace an inch and one-half to 
the left of the left margin of the sternum, the 
needle being inserted not over three-quarters 
of an inch. The appearance of dark biood in 
the receiving bottle was a source of consider- 
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able surprise, not to say consternation. Re- 
straining an impulse to discontinue the aspira- 
tion the flow was permitted until twelve ounces 
of blood were removed. There was no vis- 
ible movement of the needle as might have 
been expected from the piercing of a ventri- 
cle, although it is readily conceivable that in 
the event of a greatly dilated heart, vascular 
contractions might impart but slight move- 
ment. The relief from pain and improvement 
in the general condition were immediate. A 
remarkable reduction was also found in the 
area of cardiac flatness. A returning endo- 
cardial murmur was subsequently recognized, 
together with a greater distinctness of the 
heart sounds and a gradual reappearance of 
the impulse. During the next few weeks the 
gain continued without interruption, there be- 
ing an entire disappearance of all subjective 
symptoms. There remained a loud systolic 
murmur at the apex, a noticeable wavy cardiac 
impulse, and a moderate increase in the area 
of cardiac dullness. The diagnosis of dilata- 
tion at this time seemed almost unavoidable. 
Decided improvement was. attained later by 
sending the patient to a lower altitude, and 
by the administration of the Nauheim treat- 
ment under the supervision of Dr. R. H. Bab- 
cock. Irrespective of the probable error of 
diagnosis there can be no question that life 
was saved by the operation, and that even 
ventricular aspiration may be rational treat- 
ment for an extremely dilated heart. The re- 
sponsibilities involved in its adoption, how- 
ever, are best appreciated through the force of 
a vivid experience, especially when merely as- 
piration of the pericardial sac had been con- 
templated. 


There still appears some valid ground for 
argument as to whether there originally ex- 
isted a pericardial effusion containing a large 
quantity of pure blood which coagulated im- 
mediately, or whether the blood was with- 
drawn directly from the ventricle. Pevicar- 
dial effusion was suggested by the early symp- 
toms and physical signs, especially the shape 
of the dull area upon percussion, the muffling 


of the heart sounds and the disappearance of 
the murmur before aspiration. An apparent 
corroboration was furnished by the absence of 
movement.of the needle, the short distance of 
its insertion, and the immediate reduction in 
the size of cardiac dullness. Upon the other 
hand it is extremely unusual to remove a fluid 
from the pericardial sac presenting all the 
gross appearances of blood, while the clinical 
evidences pointing to dilatation two weeks 
aiter aspiration seemed indisputable. If effu- 
sion was actually present, it is possible that 
the cardiac movement, owing to the. subse- 
quent formation of epicardial and pericardial 
adhesions, was sufficiently embarrassed to oc- 
casion temporary dilatation. 

Another instance of a somewhat startling 
error of diagnosis is unique in many of its 
features. The incident occurred in the latter 
patt of 1895, and was later reported to the 
American Medical Association. At that time 
it appeared quite impossible to mistake croup- 
ous pneumonia for appendicitis, but several 
instances have since been reported by respon- 
sible observers. 

A boy eight years old, after several days of © 
restlessness and headache experienced a severe 
chill, followed by vomiting. There was in- 
tense abdominal pain referred to the right 
iliac fossa. When seen a few hours following 
the onset of acute symptoms he was lying t:pon 
the back with the right leg flexed on the thigh 
and the thigh on the abdomen. The counte- 
nance was ashen, the expression distinctly 
pinched, the eyes dull, the right pupil mod- 
erately dilated, and the head retracted The 
temperature was over 104° and the pulse 140. 
There was exquisite tenderness of the abdo- 
men with rigidity in the right lower segment. 
Careful examination of the chest was nega- 
tive. The acute onset with chill and fever, 
the rigidity, tenderness, and localized pain, 
suggested quite clearly an appendiceal in- 
volvement. On account of the extreme pros- 
tration, the mental hebetude, the retraction of 
the head and unilateral dilatation of the pupil, 
a joint consultation was held with a neurclo- 
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gist and a surgeon. The diagnosis of appen- 
dicitis was indorsed without hesitation by both 
consultants. Upon further examination of 
the chest I noted a slight change in the char- 
acter of the respiratory sounds in a small cir- 
cumscribed area upon the right side in the 
interscapular space. The only deviation from 
the normal was a slight prolongation of the 
expiration with an almost  inappreciable 
change in quality. Cognizance was taken as 
to the possible existence of a delayed central 
pneumonia exhibiting unusually severe toxic 
manifestations. This was regarded, however, 
as a practically negligible factor in view of the 
very alarming condition of the patient, and 
the incontrovertible data pointing to involve- 
ment of the appendix. It appeared that he- 
roic measures must be instituted to save life, 
and that any material delay in surgical inter- 
ference would involve a fatal result. The 
child’s temperature was 105°, and the pulse 
_ over 150. A normal appen.lix was found and 
removed. The information was conveyed to 
the family that the operation had been suc- 
cessfully performed, but that the issue was 
decidedly doubtful. After several days there 
was noted a slight cough, with the evolution 
of physical signs indicating an undoubted 
pneumonic consolidation. Fortunately the 
child survived after a severe illness of two 
weeks’ duration. 


Apropos of appendicitis it is well to bear 
in mind that the discussion of this surgical 
condition before a body of physicians is par- 
ticularly fitting, as it is the general practi- 
tioner, who, in such cases is compelled to as- 
sume an obligation fraught with infinitely 
greater responsibility than can possibly ob- 
tain with the surgeon. It is the physician 
whose professional services are first sought 
in the majority of cases, and who early de- 
cides the hour to hour question of manage- 
ment so vital to the invalid. There can be no 
greater folly than to delay the rendering of 
surgical aid until after a period of disastrous 
and fateful expectancy. This is illustrated by 
the following experience. 


Early in 1901 a tuberculous invalid suffered 
sudden abdominal pain in the region of the 
appendix. The onset was accompanied by a 
severe chill and followed by vomiting. The 
patient was not seen until after the lapse of 
nine hours. The acute pain had greatly sub- 
sided. The pulse was of good quality and not 
accelerated. There was no temperature ele- 
Exploration of the abdomen dis- 
closed nothing abnormal. No nourishment 
was permitted by mouth. In twenty-four 
hours there was an exacerbation of pain with 
chill and renewed vomiting, but physical ex- 
amination remained negative. The counte- 
nance was ashen and pinched. Despite the 
absence ‘of localized tenderness and rigidity 
together with negative results of vaginal and 
rectal examinations, the clinical manifestations 
pointed to a serious though obscure abdominal 
condition, and should have suggested at once 
the necessity of exploratory incision. After 
consultation, surgical measures were delayed 
another twenty-four hours, being undertaken 
only after the abdomen had become distended, 
the temperature 104°, the pulse 136, with the 
usual symptoms of septic peritonitis. Upon 
operation free pus was found throughout the 
peritoneal cavity. The appendix was gan- 
grenous, perforated, and exceedingly long, the 
tip being adherent below the brim of the pel- 
vis, which undoubtedly explained failure to 
elicit tenderness or rigidity. Following the 
operation the abdomen remained greatly dis- 
tended, there having been no passage of gas 
or intestinal contents. Upon the third day 
fecal vomiting developed. The stomach was 
washed at frequent intervals with a solution 
of soda. Quantities of gas with considerable 
fecal matter were thus removed, the disten- 
tion becoming much diminished. After sev- 
eral days the general condition improved and 
efforts to secure a normal peristalsis were 
finally successful. Although most gratifying 
improvement was exhibited during a period 
of seven weeks, acute intestinal obstruction 
finally supervened. The patient survived but 


vation. 
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a few days after a second operation, which re- 
vealed extensive intestinal adhesions. 

Such an experience, nevertheless, was jound 
of decided educative value in forcing the con- 
viction that a serious involvement may exist 
notwithstanding the absence of the usual pal- 
pable evidences of appendicitis. It demon- 
strated conclusively that when the general 
symptoms characterize the attack as of abdom- 
inal origin, failure to discover physical signs 
in the right iliac fossa is not sufficient rea- 
son for delay in exploratory laparotomy. It 
is likely that only by seeing the result of such 
mistaken delay is it possible to crystalize one’s 
views and define a general course of future 
procedure with reference to similar conditions. 
A degree of compensatory satisfaction has 
been derived from the fact that as a direct re- 
sult of this lesson a very considerable number 
of patients have been operated in time. While 
numerous instructive instances of this char- 
acter might be cited, I will call attention io an 
unusual experience illustrating the disadvan- 
tages of a precipitate operation even in appen- 
dicitis. 

An advanced consumptive in poor general 
condition and with positive evidences of in- 
testinal tuberculosis, experienced severe pain 
in the region of the appendix with rigor and 
vomiting. Localized tenderness and rigidity 
of the abdomen were pronounced. There 
was a moderate elevation of temperature and 
a considerable acceleration of the pulse. The 
patient was prepared for operation, but not 
until after the anaesthetic had been adminis- 
tered did it occur to me that an injection of 
tuberculin had been given less than twenty- 
four hours before the onset of acute abdom- 
inal symptoms. The development of clinical 
manifestations referable to the appendix fol- 
lowing the institution of tuberculin treatment 
suggested a probable relation of cause and 
effect. Before the abdomen was opened there 
was ventured a diagnosis of the tubercuious 
nature of the appendiceal involvement. <A 
tuberculous appendix of the hyperplastic type 
was removed, the mass being hard, irregular, 


and nodular. There was well-marked casea- 
tion with small areas of softening and an 
almost complete obliteration of the lumen. 
The patient recovered from the operation with 
fecal fistula, but declined to a fatal issue after 
many weeks of intense suffering. 


In this case a diagnosis of ‘tuberculous ap- 
pendicitis having been made by the develop- 
ment of acute symptoms shortly after an in- 
jection of tuberculin for therapeutic purposes, 
operation was permitted, notwithstanding the 
very unsatisfactory condition of the patient. 
When the symptoms appear shortly after the 
administration of tuberculin, a serious doubt 
may be entertained as to the advisability of 
surgical measures on account of the probable 
character of the manifestations as simply local 
and general reactions. 

It should be recognized that in a patient 
known to have tuberculous infection of the 
alimentary tract, abdominal symptoms follow- 
ing a dose of tuberculin are entirely different 
in meaning from those of fulminating non- 
tuberculous appendicitis. Appendicitis in 
consumptives, however, is no less worthy of 
immediate operation than among the non- 
tuberculous. In the majority of cases the exi- 
gency relates solely to the appendicitis and 
not to the pulmonary involvement. When 
upon the merits of the appendiceal condition 
the indications for operation are well defined, 
delay is even more unfortunate among pul- 
monary invalids than among others not sim- 
ilarly afflicted. The development of general 
septic peritonitis represents a far greater ele- 
ment of danger than a chronic and frequently 
self-limited condition of the lungs. While the 
responsibilities involved are usually greater 
than in ordinary cases of operation for appen- 
dicitis, prompt measures to avert impending 
disaster are no less clearly indicated. In my 
experience pulmonary invalids with acute ap- 
pendicitis have repeatedly been found to ex- 
hibit wonderful powers of recuperation follow- 
ing operations which were apparently pre- 
cluded by the general debility, extent of pul- 
monary disease and degree of circulatory em- 
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barrassment. No greater mistake can be 
made than denying the consumptive the right 
in cases of actual emergency to the same oper- 
ative measures accorded to individuals in pre- 
vious good health. 

A somewhat extended experience with the 
pleural complications of pulmonary tubercu- 
losis has served to modify conclusions pre- 
viously entertained with reference to the man- 
agement of serous and purulent effusions 
among patients of this class. 

Fourteen years ago a young man with 
rather extensive tuberculous involvement in 
the upper right lung developed a pleural effu- 
sion. This was not attended by fever, accel- 
eration of pulse, or other constitutional dis- 
turbance. Quite to the contrary, an improve- 
ment was noted in the cough and general con- 
dition following its appearance. The patient 
was well nourished and without clinical man- 
ifestations of respiratory or cardiac embarrass. 
ment. Notwithstanding the absence of con- 
trolling indications for aspiration, it was de- 
termined to prevent continuous compressior 
of the lung in the hope of avoiding any pos- 
sible injury resulting from the presence of 
even a sterile fluid in the pleural cavity. 
Thirty ounces of serous exudate were re- 
moved. This was followed by an increase of 
cough and expectoration, rise of temperature, 
pain in the side, and general malaise and dis- 
comfort. The fluid was subsequently with- 
drawn at frequent intervals and finally be- 
came purulent. The fact that pus was pres- 
ent in the pleural cavity was then thought an 
imperative indication for immediate removai 
and subsequent drainage. As there was no 
suggestion, however, of systemic infection it 
hardly appears that the necessity of an oper- 
ation for empyema actually existed. Follow- 
ing resection of a rib with moderate expan- 
sion of the compressed lung there took place 
a pronounced increase in the activity of the 
tuberculous process. Rapid softening and ex- 
cavation ensued, while fever and increased 
cough accompanied an irresistible decline. 

It is of interest to note that an improve- 
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ment in the general condition occurred sim- 
ultaneously with the development of an effu- 
sion and was interrupted only by operative in- 
terference. It has not required many expe- 
riences of this character to demonstrate that 
among consumptives the presence of a pleu- 
ral exudate, either serous or purulent, does 
not always afford in iteslf a distinct indica- 
tion for removal, and especially when the 
fluid is quite unproductive of subjective man- 
ifestations. Attention, therefore, is called to 
the not infrequent error of judgment in aspi- 
rating pleural effusions regardless of their 
size, character, probable duration, and asso- 
ciated constitutional disturbance. 

In pneumopythodrax the indications for im- 
mediate operation may depend more upon the 
evidence of septic absorption, the general con- 
dition of the patient, and the extent of tuber- 
culous involvement, than upon the demonstra- 
ble presence of pus in the pleural cavity. Rib 
resection in such cases is necessarily followed 
by one of two conditions. There either takes 
place a considerable expansion of the infected 
lung, thus affording opportunity for re vewed 
activity of the tuberculous process and subse- 
quent excavation, or there results a failure of 
the lung to expand which involves long con- 
tinued suppuration with the consequent dan- 
ger of amyloid degeneration. In the jb- 
sence of fever, sweats and chills it is not al- 
ways wise to adopt radical measures. I have 
several times observed a rapidly progressive 
decline with a fatal termination in individuals, 
who, before operation were well nourished, 
devoid of fever and to outward appearances 
in good condition. Upon the other hand, 
whenever the evidences of sepsis are recog- 
nized, the pulmonary invalid, no matter how 
desperate his extremity, is entitled to the 
same prompt measures of relief as the non- 
consumptive, 

Few conditions are more likely to be over- 
looked upon superficial examination than sim- 
ple pneumothorax. This may occasionally 


occur without apparent cause and without sub- 
jective manifestations. Such method of on- 
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set is in sharp contrast to the abrupt, intense 
pain in the side, air hunger, mental anguish, 
and varying degrees of collapse so frequently 
exhibited. On account of the absence of in- 
itial symptoms physical examination is often 
delayed for a considerable period, the pres- 
ence of air in the pleural cavity remaining 
quite unsuspected. The usually accepted phys- 
ical signs of the various types of pneumotho- 
rax are so well defined that even without the 
characteristic symptoms it would appear al- 
most impossible for a careful examiner to fail 
in its detection. I must confess, however, to 
mistaking a simple pneumothorax of the val- 
vular type for a case of pleural effusion, 
though cheerfully yielding a share of the hon- 
ors to my two consultants. The error of 
diagnosis was occasioned by such ami excessive 
hyperdistention of the pleural sac as to give 
rise to marked dullness upon percussion. The 
experience derived from this case was partic- 
ularly instructive. 

Some twelve years ago a man came under 
observation two weeks after an initial pain in 
the side with gradually increasing shortness 
of breath, moderate fever, cough and slight 
expectoration. There was pronounced dull- 
ness of the entire left chest front and back, 
save in the extreme upper portion. Breath- 
and voice-sounds were entirely absent. The 
heart was dislocated to the right. The 
marked dullness of the left side in conjunc- 
tion with other signs suggested a pleural effu- 
sion. Aspiration was recommended, but this 
was not acceptable to the patient and family, 
until at least two other physicians should con- 
cur in the diagnosis. This having been done, 
preparations were made to remove the accum- 
ulated fluid. Fortunately, the needle was in- 
serted in the back and the receiving bottle at 
no time within the view of the patient. Great 
relief was afforded by the withdrawal of air, 
and the procedure was felt by all save those 
in immediate charge to be a decided success. 
It was not deemed necessary to disclose the 
nature of the condition. 


This case is worthy of mention in order to 


_ with supposed tuberculous meningitis. 
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emphasize the possibility of similar mistakes 
resulting from the dullness of percussion oc- 
casioned by the extreme tension incident to 
intrapleural air pressure. 

During an experience of eighteen years 
among consumptives, several instances of mis- 
taken diagnosis have been noted in connection 
Not 
infrequently there exist opportunities for error 
in attempts to determine the character of the 
affection. 

A pale and poorly nourished child four 
years old, of tuberculous parentage, exhibited 
marked peevishness and irritability during a 
period of ten days, following which there 
developed fever, vomiting and severe head- 
ache. Physical examination of the chest was 
negative as was also the Widal test and the 
search for the malarial plasmodium. Drowsi- 
ness and stupor supervened, the temperature 
being persistently elevated. There were pro- 
nounced constipation and carinated abdomen 
The loss of weight was rapid and extreme, 
Delirium was accompanied by retraction of 
the head and stiffening of the neck. Both 
Kernig’s and Babinski’s signs were recog- 
nized together with inequality of the pupils 
and conjugate deviation. Without lumbar 
puncture a diagnosis of tuberculous menin- 
gitis was made and a correspondingly gloomy 
prognosis. After a period of four weeks a 
slow convalescence was established, and the 
child gradually recovered, although locomo- 
tion was distinctly ataxic for many weeks. 

Such an experience should impel the with- 
holding of a positive opinion at least until 
after the performance of lumbar puncture. It 
has been found eminently unwise, no matter 
how desperate the condition, to rest the diag- 
nosis upon the subjective and objective ‘sigris 
alone. It may be peculiarly disagreeable to 
prognosticate unfavorably a case of supposed 
meningeal tuberculosis which perversely pro- 
ceeds to complete recovery. I know of three 


individuals concerning whom an unequivocal 
diagnosis of this condition had been made 
from the clinical data, who nevertheless per- 
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sisted in getting well. A recent case of sup- 
posed cerebrospinal meningitis with an al- 
most hopeless outlook, failed upon lumbar 
puncture to yield corroborative evidence of 
the disease, recovery now being complete. 

Among pulmonary invalids miliary tuber- 
culosis is sometimes difficult of differentiation 
from mixed infection. The various micro- 
organisms found in the sputum are not always 
the cause of the clinical manifestations. In 
like manner, notwithstanding suspicious sub- 
jective symptoms, the exclusion of secondary 
infection upon the basis of negative bacterio- 
logic findings, is not sufficient to establish the 
existence of miliary tuberculosis. | Despite 
the possible similarity of clinical phenomena 
during a comparatively brief period of time, 
a well considered analysis of the data revealed 
upon repeated examinations, particularly after 
the development of motor disturbances, usu- 
ally justifies a positive diagnosis in cases pre- 
viously susceptible of reasonable doubt. 

That miliary tuberculosis of the meningeal 
type should be confused with instances of pro- 
nounced bacteriuria appears somewhat unlike- 
ly. Some evidence has accumulated, however, 
to suggest that intense colon bacillus infec- 
tion of the kidney and urinary passages may 
produce cerebral symptoms closely simulating 
those exhibited in certain stages of meningeal 
tuberculosis. A patient under observation 
during the past few weeks has presented fea- 
tures of striking interest. 

A pulmonary invalid of susceptible nervous 
temperament exhibited in. the midst of mate- 
rial general improvement, an abrupt onset of 
fever, headache and nausea. The fever per- 
sisted during the following ten days, the nau- 
sea recurring at intervals, and the headache 
becoming extremely intense. The pain was 
referred to the back part of the head and 
neck -as well as to the frontal region. After 
the lapse of eight days she developed pro- 
nounced hysteric symptoms. In addition to 
insomnia there were frequent plaintive cries 
and moans, especially at night. The temp- 


erature then subsided to normal and the pulse 
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became exceedingly slow. For several days 


the eyes had heen very sensitive to light, the 
pupils being markedly contracted. There de- 
veloped mild temporary delirium by day, and 
more constant incoherent rambling at night. - 
This was followed by stupor during father 
prolonged intervals alternating with sudden 
awakening and brief periods of marked ex- 
citability. There were slight stiffness of the 
neck, imperfect coordination of the right arm 
and hand, and occasionally inequality of the 
pupils. Kernig’s sign was present, but not 
Babinski’s. Examination of the eye grounds 
by Dr. H. B. Pershing was negative. <A pro- 
visional diagnosis of meningeal tuberculosis 
was made. In view of the objection to the 
performance of lumbar puncture a_ positive 
opinion was reserved. Incontinence of urine 
becoming a conspicuous feature, attention was 
attracted to the expediency of a bacteriologic 
examination, although previous reports had 
been negative. Innumerable bacteria were 
recognized, and cultures showed an unusual- 
ly severe streptococcic and colon bacillus in- 
fection. A vaccine was made from the ca- 
theterized urine and administered upon the 
nineteenth day, at this time there being pro- 
found coma, picking of the bedclothes, and in- 
voluntary bowel movements, with ocular palsy 
and hiccough. Six or eight hours later the 
muttering delirium materially subsided. Upon 
the following day the mental condition con- 
tinued improved, the pupils were less con- 
tracted, and equal, and the strabismus almost 
inappreciable. There was no incontinence of 
urine or feces. For the first time there was 
inability to secure a satisfactory movement of 
the bowels by enema. Upon the second day 
following the vaccine there developed fre- 
quent vomiting of black material with marked 
abdominal distention. Vigorous efforts to 
move the bowels were unavailing, the patient 
exhibiting the usual symptoms of intestinal 
obstruction. Though death speedily super- 
vened the mentality was improved during the 
last one or two days. As it was impossible 
to obtain an autopsy, positive evidence was 
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not secured concerning organic change in the 
brain or meninges. 

In the light of the motor disturbance it 
would appear that even in the absence of 
lumbar puncture no. more classic picture of 
meningeal tuberculosis could be presented, yet 
the recognition of an intense bacteriuria 


known to be capable of producing cerebral . 


manifestations, especially in an individual of 
marked neurotic temperament, represented an 
important feature worthy of the utmost con- 
sideration. While the preponderance of evi- 
dence pointed strongly to the existence of or- 
ganic involvement the possibility of toxic cere- 
bral irritation was not to be ignored. In the 
managemnt of cases with coexistent bacte- 
riura, and in the absence of definite evidences 
of miliary tuberculosis, the possibility of irri- 
tative phenomena referable to colon bacillus, 
streptococcic or other infections should not be 
overlooked. 

In this connection there is recalled a case 
of colon bacillus infection of the kidney pre- 
senting remarkably characteristic manifesta- 
tions of tuberculous involvement save the rec- 
ognition of tubercle bacilli. Animal inocula- 
tion was attended by negative results. Highly 
satisfactory improvement followed the admin- 
_ istration of a colon bacillus vaccine prepared 
from the urine. 

The brief citation of the following case em- 
phasizes the difficulty in differentiating be- 
tween esophagismus and malignant tumor. 

Thirteen years ago a man of sixty-five 
years, cachectic and emaciated, sought medical 
advice after having experienced during a pe- 
riod of several months a gradually increasing 
difficulty of deglutition. The symptoms were 
clearly those of esophageal stenosis presum- 
ably of malignant origin. Efforts to pass the 
constriction with graduated bougies were un- 
availing. The general condition becoming 


progressively worse the patient was removed 
to the hospital for a contemplated gastrostomy. 
Immediately prior to the time of the proposed 
operation there was noted a slight rapidity of 
the respirations without cough or elevation of 
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temperature. Careful exploration of the 
chest revealed a small localized area of pul- 
monary consolidation in the left axilla. The 
operation was accordingly postponed pending 
the possible development of a creupous pneu- 
monia, which, in patients of this age, not in- 
frequently occurs without the exhibition of 
sthenic manifestations. Well-defined physical 
signs of pneumonia shortly’ made their appear- 
ance and the patient succumbed upon the fifth 
day. At autopsy a perfectly normal esophag- 
us was found. Had this pneumonia chanced 
to develop two days later the conclusion is 
obvious that a more serious charge would 
have been made against the surgeon and my- 
self than merely a mistaken diagnosis. In 
similar conditions an examination under ether 
would be the proper procedure, but the onset 
of pneumonia no less embarrassing. 

The last of this series of cases is of some 
interest by virtue of rather unusual features 
involved. It is also of importance in illus- 
trating certain unpleasant phases of medical 
practice, the possibilities of error despite ear- 
nest discriminating effort, and above all the 
primary obligation upon physicians to accord 
protection to their associates. 

A man aged thirty-seven came under ob- 
servation after a residence of six years in Col- 
orado. The history was obtained of pulmon- 
ary tuberculosis of seven years’ duration. Sus- 
picious manifestations of kidney infection had 
been exhibited for one and one-half years, 
during which time he had remained under the 
management of a reputable physician. The 
patient had suffered from frequent and pain- 
ful micturition with occassional attacks of ren- 
al colic. He had been informed that the left 
kidney was tuberculous and double the normal 
size. No bacilli, however, had been found in 
the urine after repeated examinations, and no 
cystoscopic exploration had been made. - Ne- 
phrectomy, if contemplated, had not been men- 
tioned. In the light of these statements it 
was apparent that no positive evidence had 
been presented to substantiate a diagnosis of 
tuberculosis of the kidney, and further, that if 
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this assumption was correct an unfortunate 


period of delay in surgical interference had 


been permitted. There were found a few 
shreds and pus cells in the urinary sediment, 
but no blood or bacilli. No enlargement of 
kidney could be demonstrated upon palpation. 
Frequent study of the urine by an expert mi- 
croscopist at intervals of two or three days 
failed to disclose the presence of tubercle 
bacilli. Upon cystoscopic examination by a 
genito-urinary surgeon the left ureteral ori- 
fice was found to be normal in appearance, 
and the right, corresponding to the unaffected 
side, moderately hyperemic and_ thickened. 
There was, however, a slightly diminished flow 
of urine from the opening of the left ureter. 
The surgeon reported that from this exam- 
ination he would be unable to diagnose tuber- 
culosis of the left kidney and that the indica- 
tions pointed fully as much toward involve- 
ment of the right as the left. It thus ap- 
peared that while clinical manifestations 
strongly suggested tuberculous infection of 
the left kidney, there was insufficient corrob- 
orative evidence to warrant immediate opera- 
tion. It was decided forthwith to obtain, if 
possible, a verification of the provisional diag- 
nosis, and before operation to ascertain ap- 
proximately the functional, capacity of tne 
right kidney. Preparations were made to 
catheterize the ureters and to employ guinea 
pigs for the purpose of animal experimenta- 
tion. The patient was informed that pend- 
ing this investigation no surgical interfeience 
would be sanctioned, but that once a positive 
diagnosis had been made the removal of the 
kidney might be recommended. Having be- 
come restless on account of what appeared to 
hum to be unnecessary delay a change of med- 
ical counsel was effected. A bacteriologist 
vas so fortunate as to discover tubercle bac- 
illi in the urine upon the first examination, 
and no hesitation was displayed in the re- 
moval of the left kidney, which was found 
tuberculous. Upon convalescence, the patient 


saw fit to indulge in various charges of in- 
competency upon the ground that the bacilli 
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in the urine should have been earlier recog- 
nized, an unequivocal diagnosis promptly ren- 
dered, and immediate operation recommended. 

Waiving any discussion as to the obvious. 
untenability of this contention, the questions. 
arise, Should the alleged culpability for delay 
in diagnosis be ascribed to the physician in 
charge, to the bacteriologist, or to the cysto- 
scopist? Ought the clinician in similar cases 
to assume the entire responsibility for the re- 
ports and opinions of those engaged in impor- 
tant work under his direction? Upon high 
ethical grounds it is clear that the internist 
must stand boldly and unequivocally for the 
work of medical confreres whom he has se- 
lected for active cooperation. It is obligatory 
in such cases to accord loyal support to asso- 
ciates rather than to seek refuge in an en- 
deavor to transfer the burden of responsibility. 

The preceding case is cited not as an in- 
stance of mistaken judgment, but to empha- 
size the unavoidable and vexatious embarrass- 
ment sometimes attending conscientious ef- 
forts to safeguard the interests of one’s pa- 
tient. Experiences similar to this constitute 
some of the amenities of practice to which 
physicians are subject, notwithstanding the 
thoroughness of their investigation and the 
correctness of their reasoning. A judicious 
conservatism is not always appreciated by 
those afflicted with human ills. Too fre- 
quently the deliberately considered statements 
of medical counsellors are not estimated at 
their true value. The cautious discrimination 
of studious physicians must not be confounded 
with the shifting timidity of those who shirk 
the assumption of serious responsibilities. Un- 
der some circumstances it requires more cour- 
age to discharge one’s moral obligations by 
being obstinately careful than to accept pop- 
ular approval by assuming the appearance of 
boldness. 

The nature of the problems sometimes con- 
fronting the medical man with his inherent 
infirmities is such as inevitably to occasion 
error in their solution. Valuable as is the in- 
struction afforded through the recognition of 
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individual mistakes, medical publicity should 
be avoided whenever injury is thereby in- 
flicted to the reputation and feelings of others. 
In profound appreciation of the obscure and 
intricate features inevitably complicating spe- 
cial cases, and in grateful acknowlegdment of 
the generous and sometimes undeserved assist- 
ance rendered by teachers and older col- 
leagues, an appeal is made that, while seeking 
through the mistakes of practice to acquire 
greater proficiency in the art of medicine, the 
broad mantle of charity should enfold the sim- 
ilar limitations of our professional brethren. 


THE NITRITE GROUP.—(Abstract.) 


G. B. Wallace and A. J. Ringer, New York 
(Journal A. M. A., November 13), have stud- 
ied the action on animals and normal individ- 
uals and hospital patients, of members of the 
nitrite group, viz., amyl nitrite, sodium nitrite, 
nitroglycerin and erythrol tetranitrate. Amy] 
nitrite was used in doses of 3 minims by in- 
halation, nitroglycerin 1 1-2 minims of a 1 
per cent solution, sodium nitrite 1 grain in 
solution, and erythrol tetranitrate 1 1-2 grain 
in chocolate tablets. The last three were giv- 
en by the stomach. They found that all four 
were practically equal as regards strength of 
action on normal individual, averaging a fall 
of systolic pressure of 14 to 16 mm. or a per- 
centage fall of I1 to 14 per cent with the 
above dosage. The chief difference in their 
action was in its duration, varying from seven 
minutes with amyl nitrite to about three hours 
with erythrol tetranitrate. The percentage 
fall remains fairly constant, and this was also 
the case in animals when the drugs were in- 
jected into the veins. Increase of dosage 
causes increase of pressure and duration of 
action, as a rule, fairly proportional to the 
dose. With small doses of amyl nitrite a rise 


instead of a fall of pressure sometimes en- 
sues, explainable by an increased action of 
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the heart and possibly some constriction of the 
splanchnic vessels. Comparing these results 
with those obtained in cases of hospital pa- 
tients with arteriosclerosis tested by them, the 
authors found no great difference so far as. 
the time element was concerned. Amy] ni- 
trite was not used in these patients ; the action 
of nitroglycerin was practically the same as 
in normal individuals; the other two begin to 
act a little less quickly, the maximum effect 
comes a little later and the duration is slightly 
longer. This to be ascribed to delayed ab- 
sorption and excretion. Rzentkowski has ob- 
served a similar action of amyl nitrite in ar- 
teriosclerosis. In a few cases the authors 
gave large doses which, as Brunton has shown, 
can be safely done, and found the fall in pres- 
sure directly proportional to the dose. They 
have experimented on animals to prove that 
the dilation of the splanchnics by nitrites 
causes a corresponding lessening in the cere- 
bral circulation, and their results indicated 
that the brain circulation follows closely the 
general pressure changes as measured in the 
carotid artery. It is certain, they say, that 
arteriosclerosis in a high degree does not pre- 
vent the nitrites from causing their usual ef- 
fects, and that in fact, it is hardly conceiv- 
able that it should, except in cases in which 
the splanchnics are no longer capable of dila- 
tation. In conclusion, they mention the prac- 
tical question of the best form in which to 
administer the drugs, and their possible de- 
terioration with time. Amyl nitrite, in glass. 
pearls keeps well, if not exposed to the light, 
nitroglycerin tablets as met with, are variable, 
but if properly made may retain their activity 
for a year or more. A 1 per cent dilution 
keeps fairly well but may deteriorate rapidly 
if further diluted. Sodium nitrite solutions 
deteriorate very rapidly. They have found 
the chocolate-coated tablets of erythrol tetra- 
nitrate fully active after keeping for even a 
year. 
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SURGERY OF THE GALL-BLADDER* 
By W D. HAINES, M.D., Cincinnati, O. 


Surgery of the gall-bladder, cystic, hepatic 
and common ducts should include a compre- 
hensive survey of the anatomy and pathology 
of the stomach, duodenum and pancreas. 

When we concede that correction of faulty 
drainage is the fundamental principle under- 
lying almost all operations upon the gall-blad- 
der and ducts, malignancy, gangrene and per- 
foration excepted, a cursory glance at the 
anatomical relations between the natural drain- 
age of the liver and that part of the pancreas 
will readily reveal how an obstruction situated 
in the retro- or trans-duodenal portions of the 
common duct will interfere with the flow of 
the pancreatic juice. 

In a given number of instances the duct 
of Wirsung discharges its contents into the 
duodenum, or the duct of Santorini may re- 
lieve some of the overflow in cases with low 
obstruction. 

Von Bungner, in a series of fifty-eight ex- 
aminations, found the common duct complete- 
ly surrounded by pancreatic tissue in fifty-five 
instances, or nearly 95 per cent. In but one 
instance did the duct of Wirsung join the com- 
mon duct in-its passage through the head of 
the gland; in the remaining fifty-seven cases 
the pancreatic duct opened directly into the 
ampulla of Vater. 

These anatomical features are of great im- 
port in a consideration of disease or surgery in 
this region, as any increase in density, cyst, 
inflammation or malignancy of the pancreas, 
may occlude the common duct, lead to stasis, 
jaundice and their concomitant symptoms and 
sequelae. A favorite site for the arrest of 
calculi passing through the common duct is at 
the place where the duct enters the pancreas, 
and this is fortunate, as the lodgment of stone 


in the ampulla may so completely occlude the 
terminal part of the duct as to cause a back- 
ward flow of infected bile into the duct of the 
pancreas, causing irreparable mischief (Opie). 
Again, one should remember the pancreas as 
a very delicately constructed organ, prone to 
injury in the course of a critical examination 
for stone, and that many a stormy recovery 
after the removal of a common duct stone is 
consequent upon the effects of trauma inflicted 
upon the pancreas at the time of operation. 

The gall-bladder is a prolongation of the 
common duct, having its origin in the duode- 
num, a derivative of the foregut, and lies nor- 
mally beneath the right ninth costal cartilage 
in the semilunar line, but we are dealing with 
a pathologically altered organ, and should not 
be surprised to find it displaced upward under 
the liver or downward over the cecum, where 
it has been mistaken for a prolapsed right 
kidney. 

The viscus is very freely supplied with 
blood from the cystic artery and anastomotic 
branches from the liver substance which enter 
the gall-bladder wall where it is not covered 
by peritoneum; the innervation is supplied by 
branches from the tenth, eleventh and twelfth 
dorsal and first and second lumbar. A fila- 
ment from the right phrenic, which sends a 
branch, supra-acromial, to the shoulder skin, 
accounts for the “shoulder-tip pains” of path- 
ologic conditions of the gall-bladder. 

The rectus muscle is attached to the cos- 
tal margins as low as the ninth rib, and the 
bandlike rigidity of these fibers is frequently 
mistaken for an enlarged bladder. 

Transverse division of the muscle should 
be carefully avoided. A firmer scar will fol- 
low longitudinal separation of rectus fibers than 


*Read before the Mississippi Valley Medical Association. St. Louis, Mo., October, 1909. 
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incision through the aponeurotic tissues, as the 
muscle receives its nerve supply through the 
outer border; again, one should avoid the 
deep epigastric in its anastomosis with the 
internal mammary which lies within the pos- 
terior sheath. The suspensory ligament is 
another important structure to avoid in mak- 
ing the abdominal incision for exposing the 
gall-bladder. In the normal gall-bladder the 
walls are of such thickness and degree of resil- 
iency as to admirably perform the usually ac- 
cepted function of this viscus, viz., to regulate 
biliary tension—but disease, obstruction and 
distension may render the walls so thin that 
suturing them beconies impossible. Again, 
the walls may contract and thicken from irri- 
tation until a mere node, the size of the ball 
of the thumb remains. It is usually difficult 
and sometimes impossible to pass a probe 
from the bladder through the cystic duct, 
owing to the arrangement of the mucosa 
lining its neck—valves of Hister—or the cys- 
tic duct may be bent at a short angle as it 
joins the hepatic duct. A lymph node sit- 
uated at this point and three or four other 
glands along the course of the common duct 
are sometimes mistaken for calculi; this ar- 
rangement of the lymphatics readily explains 
the absence of jaundice as a symptom of gall- 
stones in cases where the obstruction is distal 
to the gland. 

Exposure of the common duct, while readily 
accomplished in the absence of adhesisions, 
may become one of the most difficult opera- 
tions in the presence of old and repeated at- 
tacks of inflammation in this region with the 
resultant adhesions and obscuration of land- 
marks. The gall-bladder is the guide to the 
ducts, but it may be contracted or covered 
by adhesions, and the foramen of Winslow 
may also be obliterated; in such instances the 
method of Langenbuck, . of locating the 
pylorus as a starting-point and following it 
until the ducts are reached, will serve a 
good purpose. 

Jaundice, the one symptom on which great 
stress is laid in gall-bladder literature, like 


stone, is but an incident in infection of the 
biliary ducts, and if the case is recognized 
and operation instituted sufficiently early may 
be prevented. When present jaundice indi- 
cates one of the two conditions: 

(a) Partial or complete obstruction of the 
duct between the site of the lymphatics ac- 
companying the duct and its entrance into the 
duodenum. 

(b) Some degree of cholangitis. 

In the former the pains are localized and 
sudden of onset and more severe in character, 
and often mistaken for gastric pain. 

If the symptom is due to partial obstruc- 
tion, as from swollen mucosa, jaundice is 
usually slight and transitory, but if due to 
complete occlusion, as by stone, it will be 
more intense and remain until the obstruction 
is. removed. 

In cholangitis the pain and tenderness af- 
fect the entire region of the liver, and an 
elevation of temperature, septic in character, 
with recurring chills, tends to confirm the 
diagnosis. ; 

Examination of gall-bladders removed for 
acute cholecystitis show that the inflammation 
is almost wholly limited to the walls, but cases 
of fatal peritonitis in the absence of perfora- 
tion have been recorded. 

In cholecystitis the liver remains unchanged 
in size, but in cholangitis the organ increases 
in size commensurate with the degree and ex- 
tent of the infection. 

A palpable tumor in the region of the gall- 
bladder must be differentiated from a pyloric, 
omental or intestinal neoplasm, hydronephro- 
sis or movable right kidney. 

The gall-bladder may, when palpable, be 
distinguished: (a) It moves with each res- 
piration; (b) it cannot be fixed during res- 
piration ; (c) it will always resume its original 
position when released from the grasp of the 
hand. 

It were almost a supererogation to add that 
differentiation should never be attempted by 
the use of the aspirator. 

While foreign bodies and parasites may 
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and do find their way into the gall-bladder 
and favor infection, they are not specific fac- 
tors in the production of acute inflammation. 
In the light of our present laboratory teach- 
ing. all gall-bladder infections are dependent 
upon the entrance and growth of germ life, 
the more frequent and milder forms being 
B. coli communis, B. typhosus, and the more 
virulent forms include streptococci, staphy- 
lococci and mixed infections, carried either 
by the blood current or lymph streams. 

The observations of Kufman are of special 
interest in this conection. He maintains that 
the researches of Naunyn have conclusively 
shown that hyperacidity of stomach contents 
is prone to be followed by cholecystitis, and 
Pawlow has called attention to the frequency 
with which duodenal ulcer and catarrh of the 
choledochus follow or are associated with al- 
terations in stomach secretions—notably in- 
crease in acid constituents. 

Kufman further avers that he has seen 
acute exacerbations in chronic gall-stone cases 
induced by alteration in stomach secretions. 
This should admonish one to be on guard 
for duodenal ulcer in dealing with pathologic 
conditions of the gall-bladder, as cases are 
not wanting wherein efficient surgery of the 
bladder or ducts has shortly been followed 
by perforation of a duodenal ulcer and death 
from peritonitis. 

Drainage is the key to success in gall- 
bladder cases, and the question and method 
must be fully considered in each case, as end- 
results will, malignancy excepted, almost 
wholly depend upon the wisdom and_thor- 
oughness with which this decision is made 
and executed. 

Some surgeons go so far as to say that all 
pathological conditions of the ducts or bladder 
which demand operation for their relief should 
be drained, but this, like most-general rules, 
must be modified to suit the case in hand. 

Operations for the relief of cholecystitis 
accompanied by febrile manifestations, com- 
plicated by jaundice, stone or pancreatitis, de- 
mand not only free but prolonged drainage. 
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In a given case of gall-stones with a fairly 
good bladder wall and patulous ducts, interval 
operation for removal of stones with imme- 
diate suture of the gall-bladder incision, has 
lessened the patient’s stay in the hospital and 
been followed by satisfactory results with 
but few exceptions. 

In cases of acute infection or empyema of 
the gall-bladder and in all operations for the 
relief of obstruction of the ducts drainage is 
imperative. Finally, when in doubt, drain. 

While one may readily determine the pres- 
ence or absence of stone in the gall-bladder 
or upper ducts, it has been impossible for the 
writer, in more than one instance, to obtain 
conclusive evidence of stone in the common 
duct by the usual method of palpation with 
one finger in the foramen. 

Passing a probe through the cystic and 
common ducts into the duodenum, when pos- 
sible, will greatly aid in differentiating stone 
from enlarged glands and induration or tumor 
of the head of the pancreas, but one should 
remember, when in doubt, that exposure and 
incision of the common duct in the absence 
of stone are infinitely better for the patient 
than to overlook an obstruction which will 
call for subsequent operation. 

By following the method adopted by Mr. 
Moynihan we have overcome many of the 
difficulties formerly encountered in exposing 
the common duct in the presence of many 
adhesions. It is as follows: Disregarding 
adhesions, the left hand of the operator is 
passed inward over the pylorus above the 
stomach along the gastro-hepatic omentum; 
now, by grasping the pylorus and first part of 
the duodenum, flexing the wrist and pressing 
the forearm toward the patient’s left side, 
the entire mass consisting of pylorus, duod- 
enum and adhesions may be brought well 
within the field of operation. 

An incision through the posterior perito- 
neum, parallel with the long axis of the duod- 
enum, on a level with the common duct, will 
give free access to the second part of the duct. 

If the duct is surrounded by pancreatic 
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tissue this must be divided for complete ex- 
ploration, but, as stated earlier in this paper, 
stone is frequently arrested in its passage 
through the common duct at a point where 
‘the duct enters the pancreas, and if you have 
the good fortune to encounter such a case, 
division of the pancreatic tissue covering the 
duct will be unnecessary. 

The tendency of the stone to elude one’s 
grasp while incising the duct for its removal 
is satisfactorily overcome by the use of a 
rubber-covered Collins clamp. The incision 
in the duct should be sutured and a drain 
placed over the site which wii! continue 
through the abdominal incision or an inde- 
pendent stab wound. 


In dealing with calculi in the third portion 
of the duct, a very limited experience has .de- 
termined the trans-duodenal route as the 
operation of choice for their removal. After 
incising the duodenal wall parallel with and 
Opposite its mesenteric attachment, an eleva- 
tion may be seen in the posterior wall; this 
indicates the location of a stone. . Dilatation 
or incision of the little sphincter which guards 
the opening of the duct into the bowel has 
been suggested, mayhap practiced, for the dis- 
lodgment of the incarcerated stone, but we 
are free to admit that we have never been 
able to demonstrate the papilla duodenalis in 
the living, and have spent much time search- 
ing before locating it post-mortem. Hence 
we submit that the time spent in searching 
were better employed in incising the tissues 
between the lumen of the gut and the stone, 
removal of the latter and closing the incision 
in the anterior wall of the duodenum. 


Harris has reached the common duct very 
satisfactorily in the face of extensive inflam- 
matory exudate by incising the anterior layer 
of the gastro-hepatic omentum ahove and to 
the left of the pylorus and first portion of the 
duodenum until the hepatic vein is reached. 

Deformity produced by the stone‘ readily 
determines the position of the duct, and the 
operation of removal, suture and drainage is 
the same as already described. 


Persistence of fistula after draining a gall- 
bladder means ,in the greater number of in- 
stances, inefficient removal of obstruction; in 
a smaller number of cases, failure, at the 
time of placing the drain, to tuck in the mar- 
gins of the wound in the base of the gall- 
bladder so that the peritoneal surfaces will be 
apposed when the drain is removed; and in a 
still smaller number fistula is due to a badly 
damaged mucosa or wall, and there remains 
but a suppurating sac in lieu of a gall-blad- 
der. 


This naturally leads to a consideration of 
the class of cases which should be subjected 
to a primary cholecystectomy in preference 
to cholecystostomy, a subject which has earn- 
estly engaged the attention of surgical socie- 
ties for a number of years, and one which is 
by no manner of means settled. The per- 
sistence of symptoms after removal of stones 
from the gall-bladder or ducts, followed by 
efficient drainage, indicates that a complete 
careful operation has not been done, and in a 
certain proportion of these cases complete 
relief and restoration of health will speedily 
follow removal of the gall-bladder. However, 
in casting the account of continuation of suf- 
fering after removal of stones and drainage, 
one must seek for. pathologic lesions in the 
pylorus, duodenum or pancreas which were 
coexistent or consequent upon the gall-blad- 
der condition for which operation had been 
instituted, but, owing to long-standing or 
severity, failed to reconstruct after removal 
of cause. 

Examples: Altered stomach secretions, 
pylorospasm, gastric or duodenal ulcer, pan- 
creatitis. 

Davis has given the following indications 
for removal of gall-bladder : 

“1, Adhesions between the gall-bladder and 
the stomach, colon or omentum, if they are 
likely to recur after being broken down. 

“2. Stenosis or even a narrowing of the 
lumen of the cystic duct, due to old inflam- 
mation or pressure-necrosis from an impacted 
stone. 
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“3. Gall-bladders with thickened walls, due 
to long-continued cholecystitis. 

“4. When external fistule, or fistule be- 
tween the gall-bladder and the stomach or 
colon, are present. 

‘5. When the gall-bladder wall is made up 
of scar tissue largely displacing the normal 
muscular coats. 

“6. When the gall-bladder is found filled 
with mucus, clear or tarry, and no fresh bile. 

“7. In gangrene of the gall-bladder. 

“8. In perforation of the gall-bladder. 

“go. In empyema of the gall-bladder, the 
mucous membrane being usually destroyed 
over large areas. 

And while we may not accept his dicta in 
toto, their elaboration in a paper read before 
the Western Surgical and Gynecological As- 
sociation, 1907, gives convincing proof of their 
author’s familiarity with the practical side of 
the subject, and we may ask where, in the 
whole domain of our art, does experience count 
for more than in the surgery of the gall-blad- 
der? 


NOTES. 


As indicated in the text, the writer has little 
confidence in his ability to palpate the gall- 
bladder except where it is enormously distended. 
Tenderness and muscular rigidity have hitherto 
so far interfered with palpation that we have 
come to look upon the clinical history as possess- 
ing infinitely greater significance from a diagnos- 
tic standpoint. 

Stomach and colonic inflation will assist in the 
differential diagnosis of palpable tumors in this 
region; the former will tend to displace the tumor 
to the right, while the latter will serve to bring 
it in contact with the anterior abdominal wall. 
Again, in bimanual examination, failure to feel 
the mass with both hands at the same time would 
exclude the right kidney and be a strong point in 
favor of gall-bladder tumor. 

We have time and again mistaken a mass of 
adhesions in this region for an enlarged gall- 
bladder, only to discover the error on opening 
the abdomen. Rarely, indeed, have we palpated 


the gall-bladder in the absence of advanced ma- 
lignancy or enormous fluid distention. 

There is some discrepancy among surgeons as 
to the advisability of operating for quiescent 
stones. A text-book by a well-known New York 
surgeon, received since writing this article, speaks 
at length of the medical treatment of gall stones, 
and says that “it is unnecessary to remove them 
if they are not producing symptoms.” 

The danger of such statements becomes ap- 
parent when we recal! that seven-eighths of the 
cases of malignant gall-bladder occur in stone 
cases. The gall-stones may not destroy the life 
of the patient, but the antecedent pathology and 
the low degree of chronic sepsis induced by their 
presence leaves the patient prone to succumb to 
some other disease, e. g., tuberculosis. 

We have come to recognize a number of symp- 
toms, including flatulence, constipation, nausea 
loss of appetite, punctuated by intervals of com- 
parative relief and acute exacerbations, as pre- 
cursors of icterus and calculi. 

In doing the operation of cholecystectomy, the 
first essential is to secure the cystic duct and 
artery in the grasp of a long hemostat placed 
near the junction of the cystic with the hepatic 
duct; another hemostat is placed a short dis- 
tance above the first and the cystic duct and ves- 
sels are divided. The first hemostat will control 
hemorrhage and the second will serve as a re- 
tractor in the succeeding steps of the operation. 
Incision of the peritoneum for strippjng up the 
gall-bladder should be made in the fold where 
the peritoneum is reflected from the bladder to 
the liver, in order to preserve sufficient tissue 
to cover the raw surface of the liver. 

If unusual difficulties present in ligating the 
cystic artery—and they are frequently encoun- 
tered in stout patients—the hemostat may be left 
in place for forty-eight hours. 

The denuded surface of the liver is now cov- 
ered by suturing the divided peritoneum, and a 
rubber tissue-covered drain placed in the bottom 
of the wound. 

A large vein, sometimes mistaken for the por- 
tal, is occasionally found crossing the ducts. 
which, if present, is almost invariably injured 
in the course of removal of the gall-bladder. 
It should be clamped, double-ligated, cut and the 
ends retracted, as hemorrhage in the bottom of 
the wound is difficult to control, causes delay 
and adds to the shock of operation. 

In elosing the abdomen the peritoneum and 
posterior sheath of the rectus are included in the 
first tier by a button-hole or interrupted suture; 
two or three figure-of-eight silkworm-gut sutures 
should be placed so as to include the muscle, 
fascia and skin, but are not tied until the anterior 
fascia is closed by continuous catgut. 
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THE IMPORTANCE OF RECOGNIZING MILD CASES OF PELLAGRA* 
By GEORGE DOCK, of New Orleans. 


The recognition of pellagra in the United 
States, and the discovery of its wide geogra- 
phic extent here, brings to the medical profes- 
sion responsibilities which should be clearly 
understood and accurately met. 

One of the first needs is to preserve a sense 
of proportion regarding the danger of the new 
disease. New, strange or occasional diseases 
are more feared than constant or familiar ones. 
So we see communities made panic-stricken 
by a single case of leprosy, cholera or yellow 
fever, though the more deadly tuberculosis 
and typhoid fever and other infectious diseases 
are accepted as matters of course, and efforts 
to chcek them’ meet with innumerable difficul- 
ties. A novelty like pellagra is likely to find 
both exaggerated terror and an equally unde- 
sirable policy of doubt or denial. Both are 
unfortunate and efforts should be made, by 
lectures, newspaper articles and other means 
of information, to set before the public known 
facts and the most reasonable speculations re- 
garding cause, nature, recognition and treat- 
ment. At the same time older lessons in pub- 
lic medicine may with advantage be reiterated, 
showing the close biological relations of all 
diseases, and the identity of means of pre- 
vention. The ostrich policy meets the pella- 
gra trouble by fanciful statements, one of the 
least ridiculous of which is that the movement 
is part of a wicked scheme to ruin a staple 
crop, and the most pathetic that it is part of 
a sectional persecution. The most accurate 
information possible regarding cause should 
be given out, such as the close relation of 
spoiled corn, the harmlessness of good corn, 
the absence of positive knowledge of other 
infected food, the importance of general un- 
derfeeding, of other diseases, and of general 


misery as predisposing or assisting factors. 
It should be pointed out that no suggestion 
of checking the use of corn is intended any 
more than we try to check the use of pork 
when we show the danger of trichinosis, of 
milk when we trace the causes of summer 
diarrhea, or cream puffs when we detect chro- 
mate of lead as a coloring agent in them. 

Another duty for the physician is quickly 
to become acquainted with the known features 
of the disease so as to recognize suspected 
cases as early as possible, and to add to the 
general knowledge by reports based on close 
observation of similar cases.. 

In the beginning of an interest in any dis- 
ease, the chief attention is directed to what 
are called typical cases, meaning rather se- 
vere or marked cases. Only after long and 
often expensive experience do we realize the 
importance of milder cases, especially those 
that are mild because not far advanced. That 
many severe cases have a long, mild stage is 
shown by Dr. Bass. This tendency to over- 
look mild cases may clearly be seen in the 
histories of tuberculosis and typhoid fever. 

Failure to recognize the greatest variety 
of cases early will cause serious errors in 
statistics and lead to unnecessary alarm and 
misunderstanding. It should be made clear 
whenever possible that the statistics of pella- 
gra at present are provisional, and that state- 
ments regarding increase can at best be local 
and valid only ‘for the immediate field of the 
observer. The alarming statements now going 
the rounds of the daily press are really un- 
justified. 

The greatest need for accurate recognition 
depends upon the fact that pellagra in 
most cases has a ctirable stage, in which re- 


*Read before the Section on Medicine, Southern Medical Association, New Orleans, Nov. 10, 1909. 
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moval of the cause and proper treatment are 
followed by perfect recovery. In order to 
find this stage it is necessary for the public to 
realize the importance of examinations by a 
physician of experience, and sometimes of pro- 
longed observation under treatment before the 
real condition can be stated without error, 
and to present themselves for such examina- 
tions and observation. The danger of rou- 
tinism and the harm of beginning treatment 
without careful examination are nowhere bet- 
ter illustrated than in a disease so rich in 
symptoms as pellagra. 

Easily recognizable as pellagra is in a 
marked case, its clinical picture is neverthe- 
less made up of symptoms and signs that vary 
much in severity, some of which may even be 
absent, and all of which may be found aside 
from pellagra. 

Detection of the cause may come at any 
time and make easier, the diagnosis. The 
work of Dr. Bass on complement deviation 
suggests another aid, but the ordinary clinical 
signs must be carefully observed and they and 
the history accurately weighed until some surer 
way is found. 

The causal elements must be sought for as 
carefully as possible, including the inquiry 
into possible spoiled corn. We should not 
be satisfied with a casual question and answer, 
but get the most certain information about the 
quantity and quality of various foods, their 
mode of preparation, and their observed 
effects. The patient’s mental condition will 
often make this part of the work difficult or 
unsatisfactory. 

The skin changes, so characteristic of se- 
vere cases, may be so mild as to be overlooked 
by the patient, or so transitory that they dis- 
appear before they can be seen by the physi- 
cian, or they may be mistaken for other con- 
ditions, Formerly, I suspect from my own 
experience, cases of pellagra were mistaken 
for toxic or septic erythema, without a 


thought of pellagra, or the latter was ex- 
cluded on account of its supposed rarity. That 
is not likely to occur now, but there is danger 
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that mild skin changes will be insufficiently 
observed. There is also the danger, just as in 
countries where pellagra has been known 
longer, that the diagnosis will often be made- 
on insufficient data. That the details of the: 
pellagra skin changes have been too often: 
schematized is obvious from the literature... 
Careful examination of all parts of the body: 
should be made in all cases, including the 
genitalia, perineum and internatal regions. 
The exact localization of all changes should 
be observed, as well as the nature of the 
changes—congestive, exudative, desquama- 
tion, pigmentation and atrophy. 


The possibility of sunburn, exposure to 
water or to irritating liquids, to heat or ultra- 
violet rays, must be investigated. The differ- 
ences of the extent of sunburn and pellagra on 
uncovered parts must be borne in mind, as. 
well as the atypical localization in covered 
parts. 

The possibility of toxic erythemas must be 
borne in mind—such cases as those described 
as acrodynia, cereal intoxication, drug erup- 
tions, ergotism and vaso-motor or trophic 
changes in diseases of the nervous system. 
Alcoholic neuritis, for example, is said to be 
associated at times with an erythema, especial- 
ly in the spring, and evidences of nerve 
changes should be sought for in all cases of 
pellagra. It must be remembered that the 
pellagra erythema occurs especially in spring, 
but also almost as frequently as late as Sep- 
tember or October. In Louisiana a surprising 
proportion of patients give August or Sep- 
tember as the time of beginning. The assist- 
ing causes, such as exposture to sun and asso- 
ciated symptoms, should be elicited in such 
cases. While faint signs, such as desquama- 
tion, pigmextation or atrophy may persist 
after the erythema, it is important to remem- 
ber that in such cases, even after several years 
of recurrent erythemia, the skin in the inter- 
vals shows no discoverable anomaly. This 
is stated by various authorities, and I was able 
to see many examples in the pellagra hospital 
in Rovereto, Tyrol. The rapidity of recovery : 
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of even severe lesions sometimes is itself very 
suggestive. 

The symptoms on the part of the alimentary 
canal deserve more care than they usually 


' receive. It is true of most diarrheal diseases 


' that they receive less careful diagnosis than 
| the present knowledge of such cases suggests, 
not only in the serious chronic cases of amebic 


enteritis, but also in the gastrogenic diarrheas 
of all grades of severity. Pellagra, with its 
frequent diarrhea and its remarkable though 
variable stomatitis, shows the importance of 
a complete examination of the alimentary canal 
from the lips to the anus, with a no less 
careful examination of the stools. In this part 
of the work many indications for treatment 
are likely to be met. 

Not less important are the nervous symp- 
toms. To recognize pellagra in a terminal 
dement is an interesting detail, and one that 
may have great scientific and prophylactic 
value, but it is much more useful to the patient 
to recognize the pellagrous nature of a neu- 
rasthenia, a melancholia, a paresthenia or ver- 
tigo. Most cases of mild neurosis or psy- 
chosis are insufficiently studied in practice. 
Pellagra shows the value of the most careful 
examination, and goes far to confirm the idea 
that such conditions, whether toxic or infec- 
tious, can be best treated by finding the cause, 
suggest similar sources for still other psy- 
choses, and shows the danger of a too ready 
resort to the much-abused term neurasthenia, 
and the danger of treating supposed neu- 
rotic patients without complete physical ex- 
amination, or without attention to organic con- 

itions. 

Even with an apparently sufficient cause for 
‘symptoms, such as malaria, alcoholism, 
| syphilis, hookworm or amebiasis, we must 
‘look for pellagra, since it is well known that 
\combinations are frequent and important. In 
any cases the very familiarity of a symptom 
may be suggestive of more than the usual 
cause. So the vertigo that seems merely the 
result of a gastric anomaly, the erythema of 


an alcoholic, should lead to a complete exami- 
nation. ) Much of the prevalent obscurity re- 
garding pellagra is in Europe due to insuffi- 
cient observation on account of the isolated 
or distant homes of patients, and their ignor- 
ance, poverty and indifference. In our own 
country some of their conditions are not so 
serious as in other pellagra countries, and 
those who do general practice in such locali- 
ties can furnish valuable contributions to the 
clinical course of the disease. 


EPITHELIOMA OF THE LIP.—(Abstract.) 


Notwithstanding the more favorable prog- 
nosis as regards recurrence of operated cancer 
of the lip, J. C. Stewart, Minneapolis (Journal 
A. M. A., November 6), pleads for a more 
radical operation in its removal than the old 
V-operation. If it recurs in only 25 per cent 
of patients operated on, a much lower ratio 
than in other kinds of cancer, he asks that if 
25 per cent should be condemned to possible 
recurrence when that possibility can be still 
more reduced by some thorough and radical 
operation. He believes that these patients are 
entitled to the very best chance and that a 
radical operation in lip cancer, done before ex- 
tensive lymphatic infection has occurred, 
would still further reduce the liability to re- 
currence. He describes and illustrates the 
method he has used and sums up as follows. 
“1, Local removal of lip cancer should never 
be done, because it is impossible to exclude 
lymphatic involvement in any case. 2. Radi- 
cal operation embodying the principle laid 
down is the only sure way to obtain the best 
results for our patients, our own reputations, 
and the credit of the surgical treatment of 
cancer. 3. Even in recurrent cases much can 
be done, and these patients should, when the 
extensive involvement of irremovable soft 
parts does not preclude, be given the benefit 
of a carefully executed operation on the same 
lines.” 
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SOME REMARKS UPON PELLAGRA WITH REPORT OF CASES* 


By DR. A. W. RYNE, Beulah, Miss. 


This paper is read for the purpose of agitat- 
ing the study of one of the most veritable 
scourges I think we have had to encounter for 
years past and perhaps for years to come. 

When we get the history of pellagra and 
find that it has been a prevalent and recognized 
disease in some countries for more than a 
century and a half and see how little has been 
accomplished towards its treatment, we can 
readily see and acknowledge that we are 
up against it. 

From good authority we learn that 2 per 
cent of the rural population of Spain are 
pellagrins, that as much as 30 to 50 per cent 
of some of the districts of Italy are affected, 
and that Roumania in 1906, a country of only 
about six million inhabitants, had 30,000 cases 
of pellagra. 

These countries, which can produce some as 
good students as we have today, spent millions 
of dollars in trying to eradicate this disease, 
and have accomplished but little in a palliative 
way. Then what can we expect to-do with 
such a pestilence? 

As to the etiology of the disease, I would 
not venture an opinion, but I believe the pre- 
vailing opinion of most students today is that 
it is caused from a chemical poison formed in 
immature or spoiled maize. 

Heat, sun and season seem to stand fore- 

st as predisposing causes. .Any condition 
hat would tend to lower the power of resist- 
nce would be a predisposing cause. Although 
a pellagrin cannot tolerate mercury even to 
the slightest extent, and I have never seen it 
given as a prdisposing cause, I must say that 

think syphilis is a great predisposing factor 


mainly on this ground: The class of patients 
we find it among. 

I believe the disease is very infectious, but 
not contagious, for I have had but one case 
in any family. 

As to the pathology, I know nothing from 
original study, and as for the pathological con- 
dition of the brain producing insanity, the 
chronicity of the disease with the thought of 
next spring’s recurrence would have been try- 
ing on Job in his day, and landed him finally 
in an insane asylum, if such existed; therefore 
I believe this has much to do with the number 
of insane pellagrins. 

I have never seen a case in the prodromal 
stage to recognize it, but all my cases were 
fully developed, and after recognizing one, all 
others were easily diagnosed. Of course the 
diagnosis was made from the nervous and 
digestive symptoms with the symmetrical ery- 
thema, which I think can easily be differen- 
tiated from any eruptive disease. 

The prognosis has been quite grave in my 
limited experience, for four of the seven cases 
I have treated have passed into a state where 
the thought of next spring’s recurrence will 
not worry them. 

The treatment with me has been very un- 
satisfactory. Of course it has been mostly 
symptomatic and palliative. I will say for 
what it is worth, that the only perceptible good 
results I have gotten were from Fowler’s 
solution of arsenic and iodalbin. 

I was sorry that I was not properly 
equipped to get photographs of my cases, but 
will try to picture them to you by reporting 
my observation of symptoms both subjective 


* Read before the Clarksdale (Miss.) and Six Counties Medical Society, Dec. 8, 1909. 
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and objective. But before reporting these 
cases I wish to say, you are not getting the 
report of pellagrins from my diagnosis alone, 
but nearly all my cases were seen and my diag- 
noses verified by such men as Drs. Sutherland, 
Johnson and Patterson, of Rosedale ; Williams 
and Martin, of Benoit; Stone and Smyth, of 
Greenville, and Courson, of my own town. 
The following are as briefly as possible the 
cases which have come under my observation: 
Case No. 1.—On June 8, 1909, M. T., mar- 
ried, female, colored, age 16. Mother of a 
seven months’ baby. Family history good for 
her class. Came’to my office suffering from 


.indigestion and diarrhea, which had prevailed 


for two or more weeks, having from ten to 
fifteen evacuations of bowels every twenty- 
four hours, consisting of bloody mucus. 

She had been taking Mississippi diarrhea 
cordial, salts and laudanum, and everything 
else suggested by the neighbors, with no bene- 
ficial results. I put her on a palliative treat- 
ment and four days later saw her with but 
little change in diarrhea and in addition there- 
to burning cramps in the epigastric region, 
stomatitis, temperature 99 3-5 Far. Pulse 130 
and very weak; some vertigo and in a drowsy, 
don’t-care disposition. Complained of her 
hands burning and itching, and on examination 
I found the dorsal portion darker than should 
have been. I never saw or heard from her 
again until the 12th of July, when I found all 
previous symptoms much worse, with a loss of 
probably forty (40) pounds in weight. Her 
hands on the dorsal surface had an elevated 
black crust extending to the junction of middle 
and lower third of forearm, with cracks ‘and 
crevices on and between the fingers pouring 
out a bloody, watery discharge. I put her on 
various treatments, but to no avail. Saw her 
again on August 14, in a hysterical, nervous 
weak, emaciated condition, with erythemea on 
both feet and either side of nose. She was 
then on her way to Coahoma to her people, 
where she died four days later. I got her 


_ previous history from her husband later, who 
said she had a similar attack last year, but not 


so severe, and only noticed the black streak or 
crust, as he explained it, around her neck. 
From early part-of April this year she was 
drowsy and sleepy all the time, would go to 
sleep standing or sitting, and often when 
walking across the room would stagger to 
some place for support on account of severe 
vertigo; was hysterical and would send to the 
field for him, saying she was going to die. 
Her child is still living and in a healthy con- 
dition. She was nursing the child when she 
first came to me. 


Case No. 2.—A. W., colored, female, mar- 
ried, age 50. On July 6, 1909, I was called 
to see her. Knowing the old woman in her 
normal condition only, she presented a pitiful 
sight when I walked into her room. I found 
her with a terrible erythemea on the dorsal 
surface of her hands, extending to the middle 
of the forearm, with weeping crevices between 
fingers, erythemea also on both feet extending 
above the ankles, and an erythematous collar 
around her neck, almost meeting in the median 
line. She had one of the worst cases of stom- 
atitis I have ever seen. Excretion pouring out 
of mouth would soon saturate a towel. Very 
profuse diarrhea of a bloody mucus consist- 
ence. Hot burning cramps in stomach. Pulse 
140, temperature 99. Hysterical and very rest- 
less. She had enjoyed good health this year 
up to the Ist of May, when she began to suffer 
with indigestion and diarrhea, some nausea 
and vomiting. Erythema showed up about 
the first of June and immediately the stomach 
and bowel symptoms became more pronounced. 
She had treated herself with various patent 
medicines, etc., till her husband called me in. 
Previous history shows that she had had no 
serious sickness till nine years ago, when she 
had all the above signs and symptoms to ap- 
pear. Her doctor has treated her each year 
since for the same trouble under the diagnosis 
of poison oak and flux. In April, 1900, she 
had her first attack with symptoms similar to 
ones related except not so severe and erythema 


‘never appeared on neck and feet till this 


year. It came on later than usual this vear, 
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but was worse in every way from the very 
first. I gave her as high as seven grains of 
powdered opium the first thirty-six hours be- 
fore controlling the diarrhea; in fact, all 
symptoms were almost uncontrollable from 
the time I saw her until she died, fourteen 
days later. 


Case No. 3.—J. W., male, Italian, single, 
age 34, occupation, farming. Left Italy in 
1895 and came to Sunnyside, Ark. He has 
lived in Sunnyside ten years and four years 
in Arnold, Miss., since coming to this coun- 
try. He has been a mild drinker of whiskey 
since coming to this country, and wine drinker 
in the old country. Has had several acute 
malarial attacks since coming over here. Eight 
years ago he had five or six chancroids to 
appear on the mucus lining of prepuce with 
some inguinal glandular involvement. In the 
spring of 1890, to his best recollection, he suf- 
fered with indigestion and diarrhea, with 
considerable pain in stomach. This recurred 
each spring, and with it in 1893 a sunburned 
appearance on the back of the hands, which 
would peel off in the fall to appear again next 
spring. This erythema, with indigestion and 
diarrhea, has appeared every spring since, 
lasting till cool October or November weather. 
He came to me on July 25 of this year with 
the symmetrical erythma on both hands. <A 
severe case of stomatitis and pharyngitis, 
diarrhea, indigestion, pains frequently occur- 
ring in the epigastric region, and a complete 
nervous wreck; could not collect his thoughts 
or speak distinctly ; very hard to express what 
he wanted to say. If he allowed his hands to 
hang down, as in walking for two or three 
hours, they would become very edematous. 
This year the erythema also appeared on neck 
and nose. I put him on a palliative treatment 
for diarrhoea and gave him the arsenic and 
iodalbin. Came back to me on August 16 with 
most symptoms improved and told me_ he 
wanted to go to Hot Springs, which I advised 
him was a very good idea. He stayed in Hot 


‘Springs until the first of October, returning 


with all erythema gone and the nervous and 
other symptoms much improved. 

Case No. 4.—S. R., female, colored, mar- 
ried, age 28. Came to me August 7 with pains 
in stomach, diarrhea, loss of appetite, some 
nausea and vomiting, hysterical, vertigo and 
a severe pharyngitis. These symptoms had 
troubled her for nearly a month. On inspec- 
tion I found a symmetrical crusty or scaly 
erythema on both feet, with blebs on legs 
extending to about the junction of upper and 
middle third with considerable edema extend- 
ing to the same height of blebs. I first made 
diagnosis of syphilis and put her on syphilitic 
treatment. In six days I saw her again with 
the worst case of pellagra I have ever had to 
treat, also all the above named symptoms were 
worse. After relieving the ptyalism, I put her 
on Fowler’s solution and iodalbin with favor- 
able results following pretty soon. I kept her 
on this treatment till about the first of October 
and now she is as well apparently as she ever 
was. This was her first attack, and I will get 
to see her again next spring if the disease 
recurs. 


Case No. 5.—kK. C., female, married, col- 
ored, age 39. This woman was in my office on 
May 27, 1909, and while waiting for a patient 
under treatment she made some casual remark 
about her hands burning and itching. Some 
few days later she sent to me for some kind 
of treatment for her hands, stating that they 
were getting black and burning her. I was 
sent to see her on August 28, and found a 
perfect physical wreck. I learned she had been 
in bed nearly two months. She had lost at 
least sixty (60) pounds in weight, was suffer- 
ing with a profuse diarrhea, cramps in the 
epigastric region, very hysterical and despond- 
ent, pulse 130, temperature 100 1-5; also had 
a mild stomatitis. On inspection I found a 
terrible crusty erythema around neck extend- 
ing to clacicle, also on either side of nose, 
and a symmetrical spot under each eye. On 
dorsal surface of hands extending up her arms 
to elbow was a spot as large as a silver dollar 
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on posterior surface of arms above the elbow, 
also on both feet and either side of vulva. 
This patient was seen by Drs. Stone and 
Smythe, of Greenville, and Sutherland, of 
Rosedale, with me. They did not think she 
could live but a few days longer, but she did 
live for a month longer, with some clearing 
up of the erythema. Diarrhea was relieved 
and appetite regained, but nothing she ate was 
assimilated. Before dying she had complete 
atrophy of the vulva. This women claimed 
she had an attack, though not so severe as 
this one, in 1907. She also suffered with 
diarrhea and indigestion through the summer 
of 1908, but did not have the erythema. 

Case No. 6.—M. J., female, colored, mar- 
ried, age 53. This woman came to my office 
on September 19, after having been treated 
by her family physician since spring for bowel 
and stomach trouble. She was suffering with 
vertigo, was sleepy and drowsy, had stomatitis 
and pharyngitis, indigestion, loss of appetite, 
nausea and some vomiting, pulse 100, tempera- 
ture normal, urine normal. On inspection I 
found an angry, black erythema on both feet, 
hands and around neck, with a symmetrical 
spot over each breast. Erythema was much 
better than a month previous, she claimed, 
She, instead of having diarrhea, was consti- 


pated. She claimed to have suffered this way . 


every spring and summer now since 1904. 
Has lived near Lobdell for nearly twenty 
years. I put her on Fowler’s solution of 
arsenic and iodalbin, with sodium phosphate 
as a laxative, and in a few days she began to 
improve. 

Have seen her several times since, the ery- 
thema has disappeared except the skin is slick 
and darker where erythema existed. She has 
promised to come to me next spring as soon 
as first sign or symptom appears. 

Case No. 7.—L. J., married, colored, female, 


age 36. I was called to see her in April and 
found her suffering with severe stomatitis, 
with excruciating pain in epigastric region and 
over gall-bladder. Had to give her a hypo- 
dermic of morphine to quiet both pain and 
hysteria before continuing my examination. I 
had seen this woman three years before, suf- 
fering in the same way,. and made a diagnosis 
of cholecystitis, so put her on treatment ac- 
cordingly and got good results. After com- 
pleting my examination I made a similar diag- 
nosis this time and put her on same treatment. 
I treated her nearly a month from office, but 
never saw her, when she discontinued my 
treatment, went back in the woods to an old 
negro herb doctor, staying under his treatment 
until September 1, and going to her home in 
bad shape. On September 20 I was called in 
again and found a most pitiful physical wreck. 
She was emaciated, had stomatitis, pharyn- 
gitis, diarrhea, indigestion ,nausea; vomiting, 
burning cramps in the bowels, a round ery- 
thema on both feet and hands, around neck 
and behind each ear. There were weeping 
crevices between finger and toes. The disease 
would not respond to any treatment, so I sent 
her to Vicksburg to the charity hospital in 
October. They sent her back to me one month 
later with no improvement. I was trying to 


keep her alive to present to you tonight, but 


she died November 23. 

I am sorry indeed that I could not present 
one of these cases to you at this meeting, but 
the three cases living yet are in good shape 
apparently and would not be of any interest. 
You have noted from my reports that six of 
my cases were negro women, all native Mis- 
sissippians, and one male Italian, having been 
in this country fourteen years. All of them 
were chronic cases except one, their ages rang- 
ing from two to seventeen vears. 
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REPORT OF A UNIQUE CASE OF RENAL CALCULI* 
By PERRY BROMBERG, M.D., Nashville, Tenn. 


Mr. PRESIDENT AND GENTLEMEN: Realiz- 
ing as I do the varied conditions under. which 
urinary calculi are formed, as well as the 
various chemical, metabolic and anatomic 
changes which may exercise their separate 
or combined influence upon the shape, form, 
consistency or composition of stones, I nat- 
urally hesitate to offer this case as a unique 
one in the history of this affection, but after 
a very careful and painstaking search of the 
literature, I am unable to find the report of a 
similar one, therefore I take the liberty to 
report it as at least an unusual case. 

I desire to express my gratitude to Dr. J. 
A. Young, of Hopkinsville, Ky., through 
whose kindness it was my privilege to see the 
case. 

MRS, J. L., AGE 69, WHITE. 

Family History.—Mother dead ; cause, some 
trouble following child birth. Father died 
from some throat trouble; he suffered from 
“heart disease.” One half-sister dead; some 
trouble complicating child-birth. Three half- 
sisters living and in good health. Husband 
died of cancer of the bowel about two years 
ago. 
Personal History—She has had the usual 
diseases of childhood, scarlet fever, measles, 
etc. Her girlhood was marked by unusually 
good health, with the exception of one or 
two instances, at which time her menses were 
irregular, which was due, as she thinks, to the 
irregularities while at a boarding school and 
the stress of examinations. She married at 
the age of twenty-four, but never became 
pregnant. Six years after marriage she con- 
sulted a physician as to the cause of her 
sterility; she has now a fixed delusion that 
during this examination the physician’s instru- 


ment slipped and caused a laceration of the 
cervix, which opinion she claims to have re- 
ceived from a New York physician and stout- 
ly adheres to it, in spite of repeated assurances 
to the contrary from her family physician. 
She claims that this illness, caused by the 
examination just referred to, was severe and 
kept her confined for six months. The char- 
acter of the illness could not be determined 
and examination of the uterus reveals no 
laceration. After this illness she was never 
sick, except to occasionally consult her phy- 
sician at his office, and there was no especial 
symptom to attract her attention to the meno- 
pause, which she thinks occurred somewhere 
between the ages of thirty-five and forty. Her 
menses, dating from the illness above ‘re- 
ferred to, were in every way normal. In 
1904, the exact date very indefinite, she began 
suffering from symptoms of indigestion, and 
after about a month she had a severe hemor- 
hage from her stomach, vomiting fully a 
quart of blood. This illness confined her to- 
bed for a period of ten weeks. She only 
vomited blood the one time and has had no 
recurrence of symptoms or of hemorrhage 
since. 

Six or eight years ago while bathing she 
was suddenly seized with an intense pain in 
the back (both sides), the pain radiating 
downward toward the bladder, accompanied 
by frequent and urgent desire to urinate, 
which terminated with the passage of a large 
number of stones, a specimen of which I take 
pleasure in presenting. The peculiarity of 
the stones is the uniformity in shape, the 
almost identical size, weighing approximately 
one-fifth of a grain each, the perfectly smooth 
surface, which seems rather highly polished, 


* Read before Nashville Academy of Medicine, March, 1909. 
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and the color when first passed. A portion of 
Dr. Young’s letter relating to the case contains 
the following interesting passage: “The cal- 
culi were passed during a period of two years, 
and I have seen some as soon as they were 
voided. They were covered with a tough mu- 
cous and had the appearance of being enclosed 
in a sack, but when water was added it was 
apparent that it was only a mucous covering. 
The stones themselves, when fresh, were re- 
markably smooth, highly polished, and of a 
dark olive green color. I had over a hundred 


ber of medical friends as curiosities.” 

These attacks were frequent during the fol- 
lowing two years, the patient passing several 
hundred of the stones. The patient herself is 
an unusually intelligent lady and is most em- 
phatic and positive that the stones were passed 
per urethra. Since then she has been en- 
tirely free from colic, and to her knowledge 
she has passed no more stones. 


Present Symptoms.—She is now suffering 
with rather severe pain in the bladder, which 
is worse at the end of micturition, lasting 
about ten minutes and gradually passing 
away. She urinates six or eight times during 
the night and quite often during the day, the 
quantity being variable. A summary of both 
frequency and amount shows that she urinates 
on an average of every two hours, both dur- 
ing the night and the day, and the quantity is 
about two ounces. She has never passed blood, 
but has noticed quite a sediment in the urine 
after standing. She was never jaundiced; 
enjoys a hearty and good appetite, and food 
never disagrees with her. Her sleep, except 
for being disturbed by urinating, is excellent. 
She thinks that she is very nervous, though 
nothing special attracts one towards the ner- 
vous system. 


Special Examination.—Patient fairly well 
preserved and nourished for her age, no 
cachexia, apparently no anemia (blood exami- 
nation was not made). Chest normal, both 
for heart and lungs. Abdomen shows eyvi- 


dence of a slight degree of enteroptosis. Left 
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kidney freely movable, though not enlarged, 
right kidney fixed and immovable and appar- 
ently normal in size. Pressure over the kid- 
neys produces no pain. Uterine appendages 
normal. Uterus normal with the excepticn of 
a very small fibroma plugging the cervix. 
Rectum normal except for a few hemorrhoids. 

Bladder.—Capacity extremely dilated four 
ounces, nothing to be felt by vaginal exami- 
nation ; cystoscopic examination shows a small 
granular villous tumor in the median line of 


: spite the fundus (about the size of the end of the 
of them myself, which I distributed to a num- © 


CUT SHOWING STONES, NATURAL SIZE, 


thumb) trigone is covered with attached mu- 
cous, several areas, at variable distances from 
one another, appear highly injected, one es- 
pecially resembling the early appearance of a 
tuberculous bladder. No stone. Ureteral 
orifices appear normal. At points the trigone 
seems considerably inflamed and somewl.at 
trabecular. Ureters were not catheterizd. 

A twelve-hour chart shows urination aver- 
aging every two hours and the quantity passed 
two ounces, the largest quantity passed being 
234 ounces and the smallest three-fourths of 
an ounce. 

Urinary Examination —Chemical: Alkaline 
reaction, sp. gr. 1022, no albumen, no sugar, 
no bile. 
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Microscopical: An occasional blood cor- 
puscle, very small amount of pus, uric acid 
crystals, and bladder epithelium. No tubercle 
bacilli. Inoculation test was not made. 

Composition of stones: Pure calcium phos- 
phate. 

Jackson Building. 


HEMOLYSIS IN CANCER.—( Abstract.) 


O. P. Johnstone and C. H. Canning, Pitts- 
burg, Pa. (Journal A. M. A., October 30), 
have studied the hemolysis reaction in tuber- 
culosis and in malignant growths, with the 
object of determining their value as aids to 
early diagnosis. They found that only the 
advanced or decidedly active cases of tubercu- 
losis gave reversed hemolysis, the other be- 
ing negative. In carcinoma cases the positive 
reactions were in a great majority, and several 
of the cases giving negative ones showed slight 
hemolysis after from 48 to 78 hours. In car- 
cinoma of the rectum, 2 cases out of 3 gave a 
negative reaction, but these two were not ex- 
amined microscopically so a clinical diagnosis 
was not verified. In 9 cases of sarcoma of 
various types, all gave more or less positive 
reactions but less pronounced than the car- 
cinoma cases, but with one exception they 
were all small or of moderate size. One pa- 
tient who had been operated on and treated 
with Coley’s fluid gave a negative reaction six 
months after the operation. There has been 
employed. The Inal examination showed but 
a very slight hemolysis. Two patients with 
no recurrence one year after operation. In 
one of the 9 cases the sarcoma was incomplete- 
ly removed and treatment with Coley’s fluid 
endothelioma were examined, the reaction was 
positive in each. No benign tumors showed 
hemolysis. A considerable number of patients 
suffering from various diseased conditions 
were examined and the results tabulated, to- 
gether with those from 85 normal individuals. 
The technic employed was that of Crile, with 


very few minor variations. The author's con- 
clusions are given as follows: ‘1. The hem- 
olysis reaction appears to be of decided value 
in the diagnosis of malignant neoplasms. Neg- 
ative results do not rule out malignancy, but 
speak strongly against it. 2. The reversed 
hemolysis appears to offer valuable informa- 
tion with regard to the extent and activity of 
the tuberculosis lesion. 3. Several examina- 
tions should be made in doubtful cases. 4. 
The reaction does not appear to occur in other 
conditions that would lessen its value in the 
diagnosis of malignancy.” 


URINARY FINDINGS IN CHILDREN.—( Abstract.) 


W.L. Carr, New York (Journal A. M. A., 
November 13), says that when careful routine 
examinations of the urine are made in all dis- 
eases incident to childhood more kidney com- 
plications will be found than are at present 
commonly observed. The diseases in which 
urine examination is often omitted are gas- 
troenteric disorders, influenza, tonsilitis, and 
conditions of defective metabolism. Under 
the term gastroenteric he includes all the dis- 
orders of digestion and not merely the sum- 
mer complaints, and he quotes from various 
authorities, Chapin, Mason, Knox and Meak- 
ins, Herter and others in support of his views. 
While the testimony seems to indicate that the 
majority of children who have albumin and 
hyaline casts in these diseases recover, this 
belief in recovery is largely based on ignorance 
of the state of the kidney for the period fol- 
lowing the acute disease. He urges a routine 
examination and the following up of the case 
for months or possibly for years after the sub- 
sidence of the acute symptoms to trace the 
presence of kidney defects. In closing he calls 
attention to the need of more study of the 
centrifuged sediment of urine as it may con- 
tain casts even if the urine has not show the 
presence of albumin. 
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ACUT# OSTEOMYELITIS* 
By ROBERT CALDWELL, M.D., Nashville, Tenn., 


Professor of Practice of Surgery and Operative Surgery, Medical Departments University of Nashville 
and University of Tennessee. 


My object in presenting this paper is nof to 
advance anything especially new regarding 
acute osteomyelitis, but to refresh our memo- 
ries that we may ever be on the alert and not 
allow this destructive disease to escape our 
diagnostic acumen. 

When I attempted to look up the recent lit- 
erature on this subject I was simply amazed 
to find so little American, while in foreign lit- 
erature it has occupied an important place. 

It is also very interesting to note that there 
is nothing in ancient medical literature that 
corresponds to this condition, and it was not 
until the early part of the eighteenth century 
that J. L. Petit described an acute affection of 
bone which corresponds to what is now known 
as osteomyslitis. Even after this it was near 
the middle of the 1gth century before Nelaton 
suggested the term osteomyelitis and wrote a 
short description of it. 

These remarks will be directed to acute 
osteomyelitis of hematogenous origin and not 
the variety due to infection through open 
wounds, for in this latter condition there is 
no doubt concerning diagnosis and also in this 
antiseptic era it is rarely seen. 

As we are well aware, the disease is a true 
inflammation of bone as a whole, including 
the medulla, cortex and periosteum, and mani- 
fested clinically by many and varied local and 
constitutional symptoms. The etiology of 
the condition is both predisposing and excit- 
ing. 

First among the predisposing causes is 
trauma, which in experimental work has been 
absolutely necessary before osteomyelitis could 


be produced in rabbits. It is very interesting 
that it occurs as frequently after slight trau- 
matisms as severe; the injury may even be so 
slight as to escape the notice of the patient. 

Age is an important predisposing cause, for 
after complete ossification only 3 per cent of 
the cases occur, most cases occurring between 
the ages of 8 and 17 years. 

Exposure to cold is regarded as a causative 
factor which should not be overlooked, for it 
has seemed to predispose to this condition 
more than to any of the other infectious dis- 
eases. 

It has followed exposure to prolonged cold, 
such as swimming in water at a temperature 
between 60 and 70 degrees for a long time, 
or the wearing of wet clothes more often than 
sudden and severe chilling for short periods. 

It also follows the acute infectious diseases, 
especially typhoid fever, pneumonia, scarle- 
tina, measles, diphtheria, pyemia and puer- 
peral septicemia. These diseases, with the ex- 
ception of the last two named, predispose only 
by lowering the resistance of the patient while 
pyemia and puerperal septicemia both lowe1 
the resistance and furnish the exciting cause. 

Sex plays a part in so far as males are very 
much more subjected to traumatism than fe- 
males, but I should not think for any other 
reason. 

The direct and exciting cause is pyogenic 
bacteria, the staphylococcus pyogenes aureus, 
staphylococcus albus and streptococcus, with 
the first named being by far the most frequent 
variety found. 

Osteomyelitis produced by other infections, 


* Read before the Nashville Academy of Medicine, Dec. 14, 1909. 
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such as typhoid and tuberculosis, we will not 
consider, as they produce a low grade of in- 
flammation which is slow in its progress and 
can be reckoned with as a chronic lesion. 

The sources of these infections are from the 
tonsils, respiratory and intestinal tracts and 
from any localized area of infection such as 
furuncles and infected wounds. Some have 
claimed the intestinal tract to be a very much 
more frequent source of the infection than is 
generally believed. 

Knowledge of the pathology of this, as of 
all other conditions, is very essential to its 
early recognition, and especially its treatment. 
The infecting organism in a large per cent of 
cases is conveyed by the blood stream, although 
in exceptional cases it may be conveyed along 
the sheaths of nerves or extend from adjacent 
tissues, and is deposited in the medulla of a 
long bone usually on the diaphyseal side of the 
epiphyseal cartilage, which is the point of 
least resistance in growing bones, for here the 
cells are newest and have the least nourish- 
ment due to imperfectly developed blood ves- 
sels. 

3y the growth of the bacteria and develop- 
ment of toxins the surrounding cells are de- 
stroyed, and as the communications between 
the trabeculae are free, the infection travels 
rapidly throughout the entire medulla of a 
long bone. The number of foci that may 
develop throughout this medulla depend upon 
the resistance of the tissue cells; there may be 
only one focus or a great many foci of infec- 
tion. 

The infection also extends to the cortex, 
through the cortex by way of the Haversian 
canals to periosteum, through periosteum to 
soft tissues, finally to make its escape upon 
the surface. 

The symptoms of acute osteomyelitis, if 
studied together, are in the great majority of 


instances sufficiently clear to enable us to ar- 


rive at a diagnosis; yet we come in contact 
with a great many cases in which it is very 
difficult or quite impossible to make a diag- 
nosis, just as with many of the more common 
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diseases that we usually consider easy to diag- 
nose. 

Sudden severe pain in the region of a joint 
in intensity, until the tension in the medullary 
canal or beneath the periosteum produced by 
the formation of pus, is relieved by ulceration 
or the timely interference of the alert sur- 
geon. While the pain is increased by motion 
it is increased very much more by active than 
by passive motion. 

Fever which may be preceded by severe 
chill is of septic type, and may reach as high 
as 105 or 106 and continue until the infec- 
tion is relieved. ° 

The blood picture is one of intense sepsis 
and has leucocytosis going as high as 20,000 
to 30,000. 

It is our earnest desire to be able to make 
a diagnosis before local signs are manifest, but 
unfortunately we have not yet reached this 
perfection of diagnostic skill, and the great 
majority of the cases we see are not diag- 
nosed until after the local symptoms are 
present. The first local symptom is edema- 
tous swelling due to obstruction to the circu- 
lation by the thrombosis of the blood vessels 
in the Haversian canals. This will sometimes 
occur within twenty-four hours, however it is 
usually later than this. After this the swelling 
due to the extension of the infection to the 
overlying tissues which is accompanied by 
redness and tenderness over the involved area. 

A very important part of this subject is the 
differential diagnosis, it is usually pronounced 
rheumatism by those of us that are in the 
habit of calling every pain in the region of 
a joint rheumatism. Berg says, “No acute 
inflammation of a joint should be pronounced 
rheumatism until acute osteomyelitis has been 
excluded.” If we would use only a reasonable 
amount of care in dealing with cases many 
limbs and even lives would be saved. 

Acute articular rheumatism, because of its 
more common occurrence, is the most fre- 
quent condition we are called upon to differ- 
It is recognized by its multiple or 
rather 


entiate. 
successive involvement of the joints 
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than the shafts of the long bones. Trauma 
is never an exciting cause of rheumatism and 
the passive motion of the joint elicits as much 
pain as active motion. : 

If we are called upon to differentiate these 
conditions in a child we must remember that 
Holt tells us that rheumatism is very infre- 
quent in a child and especially is it rare for 
rheumatism to be monarticular. 

There is usually little difficulty in differen- 
tiating osseous tuberculosis, for it develops 
insidiously four to eight weeks after trauma, 
which is usually enough time for the patient 
to have forgotten the trauma. Pain is also 
of milder degree and dull in character. The 
first symptoms of the tuberculous is the limp, 
while the severe constitutional symptoms mark 
the onset of acute osteomyelitis. 

Gonorrhoeal arthritis is also to be excluded 
in the consideration of this subject, but this 
is usually quite easy when we have a history 
of gonorrhoea and note the joints that are 
involved, gonorrhoea more frequently affect- 
ing the slightly movable joints, while the knee 
is the most frequent joint involved in acute 
osteomyelitis. 

Termination of acute osteomyslitis is very 
variable. It is possible for complete recovery 
to take place even without treatment when the 
infection is of mild character and the resist- 
ance of the patient is near normal; but we 
can safely say that all cases should be drained 
at the earliest possible moment. 

In some cases we have the formation of 
involucrum and sequestrum, this usually tak- 
ing: place after imperfect drainage has been 
secured and the process has become chronic, 
which is a favorable termination. In other 
‘cases the infection is so virulent that we have 
the destruction of the entire bone and the soft 
structures covering it, or death may ensue 
from the toxemia before there has been very 
much destruction of bone. So we cannot de- 


termine the extent of bone involvement by the 
‘constitutional symptoms. 

Acute osteomyelitis rarely extends to the 
joint, for the periosteum is so firmly attached 
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to the margin of the epiphyseal cartilage that 
the extension of the infection is limited by 
this barrier. 

The shaft of the bone may be destroyed 
from one epiphyseal cartilage to the other, or 
we may have spontaneous fracture occurring 
at the point of greatest bone involvement. 

In order that we may apply the proper 
treatment we divide acute osteomyelitis into 
three stages, the first, early before suppura- 
tion has taken place; second, after purulent 
infiltration has taken place around the affected 
bone, and, third, after drainage has been se- 
cured and the involucrum has formed. 

Murphy says, “We must diagnose and treat 
this condition within the first twenty-four 
hours if we really do service, just as in appen-: 
dicitis.” 

Treatment in the early stage is by drainage 
of the invloved portion of the medulla, and 
this should be done just as early as possible. 
Even though we do not find pus, the perios- 
teum will be vascular and easily separated 
from the bone, the cortex of the bone will be 
softened and vascular and the escape of bloody 
serum will occur when we open the osteomye- 
litic focus. 

It is a debated question in these cases _ 
whether or not we should remove all the in- 
volved tissues by scraping out the entire 
medulla or simply do thorough drainage. 

I believe that perfect drainage procured 
by making several openings, if necessary, into 
the bone and inserting rubber drainage tubes 
extending through the medulla from one open- 
ing to the other will give better results than 
if we curette out the entire mdulla, by doing 
which we would of course destroy the entire 
endosteum and thereby produce greater de- 
struction of the cortex. Referring to the 
pathology, we noted that only certain areas 
are involved, hence why should we destroy the 
healthy endosteum when there is more of it 
than of the diseased, thus lending a helping 
hand to a destructive process. 

In dealing with localized areas of infection 
in soft tissues we are content with free in- 
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cision and drainage without attempting to re- 
move all the tissue that is infected, for nature 
is able to combat the infection and restore to 
health a great deal that we would remove. 
Why not treat infection in bone just as we 
lo in soft tissues? 

The treatment of the second stage is where 
we are sorely tempted to do more than we 
should, for we find the whole bone dead and 
must be removed by some means at some time; 
but this is not the time, for we must leave 
this dead shaft in situ to act as a splint while 
the new bone or involucrum is forming if we 
would have the least amount of deformity. 
Exceptionally it may be possible to remove the 
lead bone at this time and with careful splint- 
ing, especially in the log or forearm where 
the other bone can assist the splint in prevent- 
ing deformity, to obtain fair results. 

The treatment of the third stage is the re- 
moval of the sequestrum just as soon as the 
involerum has developed sufficiently to main- 
tain the shape of the limb, and the longer we 
wait after this period the less likely will there 
be sufficient amount of bone cells thrown out 
to fill the cavity from which the sequestrum 
has been removed. The best means at our 
command for determining this period is the 
X-ray. 

By making repeated radiographs — the 
amount of new bone constructed can be quite 
accurately determined. 

Jackson Building. 


‘ECLAMPSIA.—( Abstract.) 


J. E. Welch, New York (Journal A. M. A., 
October 23), says regarding the pathology of 
eclampsia, the typical picture accepted by most 
of those familiar with the subject consists in 
hemorrhages in and about the portal spaces, 
thrombi in vessels of the liver, and giant cell 
emboli in other organs. There changes found 


in the post-mortems of pregnant or postpartum 


women are considered by many as justifying. 
the diagnosis of eclampsia, and with these: 
changes in mind the clinician will sometimes. 


make the diagnosis of eclampsia without con- 
vulsions. Obstetricians have for some years 


been calling a symptom-complex characterized’ 


mainly by headache, visual disturbances, nau- 


sea, vomiting, delirium and coma, with or- 


without edema, the toxemia of pregnancy. 
This syndrome which seems to be due to a 
more or less profound systemic poisoning has 
been considered as a different disorder from 
eclampsia because of the usual absence of con- 


vulsions. Instead of hemorrhages about the. 


portal spaces of eclampsia there was found in 


these cases extensive necroses which, in their- 


early stages limited to the liver lobule, later 
invaded the remaining part of the lobule and 
produced the picture of acute yellow atrophy 
of the liver. A difference of opinion has arisen 
among pathologists as to the independence of 
these two disorders—toxemia and eclampsia— 
some holding that they are only different man- 
ifestations of the same general condition. The 
author reports several cases of these two 
classes and gives his views as to the origin 
of the different symptoms. He sums up the 
generaly conclusions as follows: “1. The liver 
lesions in eclampsia are not uniform. Preg- 
nant or postpartum women dying from con- 
vulsions may have hemorrhages, central nce- 
rosis, general autolysis or cloudy swelling in 
the liver. 2. The liver lesions in toxemia of 
pregnancy are not uniform. They may be 
either hemorrhage or necrosis, both of which 
are found in eclampsia. 3. The hemorrhagic 
lesions are produced by liver and placental cell 
emboli, thrombi formed from blood plates and 
fused red blood cells and by a solution of vas- 
cular endothelium. Heightened blood pressure 
increases the extent of the hemorrhages. 4. 


The agent producing the hemolysis and gen- 


eral cell destruction is probably an enzyme.” 


| | 
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“THE HABITUS ENTEROPTICUS”* 
A FACTOR IN DISEASES OF THE ABDOMINAL VISCERA. 


REPORT OF CASES. 


By F. M. DURHAM, M_LD.,. Columbia, S. C. 


In reporting these cases I shall preface my 
remarks by referring to the habitus enteropti- 
cus. As all you have been keeping up with the 
literature on this subject, it will be necessary 
for me to refer to this condition in a super- 
ficial manner only. 

The habitus enteropticus is about as fol- 
lows: A long, narrow, thin and flat thorax, 
a small costal angle, right tenth, and often 
ninth, ribs fluctuating, with very little if any 
union to costal arch. Right kidney usually 
palpable. The distance from ensiform carti- 
lage to umbilicus is greater than that from 
median abdominal line to anterior axillary 
line. In a normal habitus this transverse line 
is equal to, or greater than, the perpendicular 
tine. From this you can see that in the habitus 
enteropticus the epigastrium and hypochron- 
drium have a greater longitudinal than trans- 
verse diameter, hence the more vertical posi- 
tion of the viscera contained therein. 

We all know that a habitus enteroptotic per- 
son may have a dilated stomach, gastroptosis, 
or a movable kidney and never suffer any 
neurasthenic or distrophic disturbance. But 
should he suffer a protracted illness that 
would cause a loss of mesenteric or abdominal 
fat, there would be a greater tendency toward 
sagging of the abdominal viscera than in a 
person of a normal habitus. 

The object of this paper is to call attention 
to: 

First—The predisposition for diseases which 
weaken the visceral support to be more severe 
in persons with the habitus enteropticus than 
in persons with a normal habitus. 

Second—That in the habitus enteropticus 


with dilated stomach, or gastroptosis owing 
to a deficient support of the organ, often the 
stomach does not have sufficient muscular 
power to force the foods through a partially, 
organically, stenosed pylorus or duodenum, if 
there is cicitrical tissue sufficiently irritable 
to produce pyloric spasm. All organs in ab- 
normal positions are more irritable and pre- 
disposed to spasmodic contractions than in 
the normal. We see this in uterine displace- 
ments. 

Third —That a pyloric or duodenal stenosis 
having the same anatomical changes as these 
cases I shall report would have been more 
amenable to medical and dietetic treatment in 
the normal habitus than in the habitus enterop- 
ticus. With good motility and properly mas- 
ticated foods the stomach can propel its con- 
tents through a very small pyloric or duodenal 
opening. 

Fourth—That when we fail to relieve di- 
lated stomach (which is the result of pyloric 
stenosis) and our patients are gradually starv- 
ing, we should refer them to the surgeon for 
gastro-enterostomy. 

REPORT OF CASES. 

Case No. 1. Age 42. Married. No chil- 
dren. Weight 91 pounds with winter cloth- 
ing. Height 5 feet 7 inches. Was referred to 
me by Dr. Lester. Her thorax was long, thin, 
small and flat. The costal angle was about 
70 degrees. Right tenth rib fluctuating. The 
distance from ensiform cartilage to umbilicus 
was 7% inches, from median abdominal line 
to anterior axillary line was 4 inches. The 
stomach was very much dilated, as you can see 
from the skiagram made by Dr. Gibbes. She 


* Read before the Columbia Medical Society, October 11, 1909. 


f 
t 
| 
q 
4 
4 
i 
{ 
4 
4 
i 
H 
a 
a) 
it 
i 
i 


1168 SOUTHERN 


had been a very great sufferer from neural- 
gia and had used nearly every coal tar head- 
ache remedy on the market. There had been 
no diagnosis of previously existing gastric 
ulcer. I saw her with Dr. Lester May 9. We 
found her to be very anaemic and emaciated— 
literally skin and bones. She had a cachectic 
appearance and was vomiting large quantities 
of a greenish colored fluid. Complained of 
severe headache and pain in eyes and back of 
neck. Dr. Lester had found that the stomach 
was very much dilated and extended below 


umbilicus. She had stomach stiffenings. We 


thought perhaps that we were dealing with a 


Fig 2. 


Fig | 


°umprLicus. i 
i 
UMBILICUs. 
A. DIAGRAM OF NORMAL HABITUS. 
B. DIAGRAM OF HABITUS ENTEROPTICUS, 


(From “Diseases of Digestive Canal.” by Cohnheim.) 


malignant neoplasm of the stomach, but after 
several gastric analyses we were able to ex- 
clude this. Dr. Lester had her on the usual 
treatment for acute attacks of nausea and 
vomiting. I continued this treatment until 
patient ceased vomiting. I now thought I 
was dealing with a simple case of anemic 
gastroptotic dyspepsia, and placed her on diet 
for same. Patient gained eight pounds. July 
I, vomiting returned worse than ever. These 
paroxysms of vomiting would last four or 
five days and would occur about every week. 
I do not believe that water would pass through 
the pylorus during these attacks. There were 
about two days of fairly good motility, during 
each six or seven days. All the symptoms 
of tetany appeared. She was dying by inches 
from gradual starvation. I referred her to 
Dr. A. B. Knowlton. 


He opened the abdo- 
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men and found a large cicatricial mass in the 
pylorus that narrowed the pyloric opening so 
that it would not admit the little finger. He 
performed a gastro-enterostomy by the pos- 
terior no-loop method. This patient is now 
on a full diet. She has some digestive dis- 
turbances, as she had lived on a liquid diet for 
about four years and the stomach had lost 
considerable digestive and mdtor power. She 
still has severe headaches at times and it seems 
almost impossible to destroy the desire for 
anodynes, as she has taken them for years; 
however, she is taking regular full diet with- 
out vomiting and is slowly improving. 

Case No. 2. Was referred to me Septem- 
ber 6. She gave a history of having had 
-everal attacks of gastric ulcer in the last two 
vears. She was in a moribund condition when 
I first saw her. This was the most marked 
case of habitus enteropticus that I have ever 
attended. She was vomiting frequently and 
vomitus contained blood. Urine loaded with 
albumen and casts. She was very much ema- 
ciated. I tried rectal feeding and absolute 
rest of stomach. This was tried faithfully for 
three weeks, but was of no avail. I saw that 
she was beyond medical aid and referred her 
to Dr. L. A. Griffith. Dr. Griffith opened the 
abdomen and found an irritable cicatricial 
mass in the pylorus that would not admit the 
little finger. He did a gastro-enterostomy by 
posterior no-loop method. Unfortunately the 
operation was performed too late and our 
patient died the fifth day after, probably from 
exhaustion. as there was no peritonitis. 

Case No. 3. Gave history of having been 
operated on several years ago for a large 
dermoid cyst of the ovary; she frequently 
vomited her food the day after eating. She 
was of the habitus enteroptotic type, but not 
so marked as other cases. When I examined 
her I thought I could feel a tumor in the 
epigastrium and left hypochondrium. Dr. 
Griffith was of the same opinion. Dr. Griffith 
made an exploratory incision. He did not find 
a tumor, but found a partially stenosed pylo- 
rus that would not admit the little finger. He 
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operated, making a gastroenterostomy by pos- 
terior no-loop method. Patient now doing 
well, motility very much improved. I realize 
now that the tumor mass was stomach stiffen- 
ing or hardening, which is often felt in pyloric 
or duodenal stenosis. 

Case No. 4. Was referred to me the latter 
part of May. She gave a history of having 
been operated on for some uterine displace- 
ment, floating kidney and appendicitis. She 
had an attack of ptomaine poisoning two 
years ago; since then she has been an invalid. 
A year and a half ago she took treatment in 
Atlanta and Baltimore for ulcer of the stom- 
ach. Since last June her life has been one of 
constant torture. She has been compelled to 
live on semi-solid or liquid diet; all medical 
and dietetic treatment failed to relieve her of 
vomiting and abdontinal pain. I referred her 
to Dr. A. B. Knowlton for gastro-enterostomy. 
He found a stricture in the pylorus which 
would not admit the passage of a medium- 
sized lead pencil, and an ulcer in the duodenum. 
He performed a gastro-enterostomy by the 
posterior no-loop method, which resulted in 
a complete restoration of the digestive func- 
tion and our patient now eats anything and 
everything she desires. This was a marked 
case of the habitus enteropticus. 

Foods properly chewed can pass through a 
very small pyloric or duodenal opening if mo- 
tility is good. With good motility and no pre- 
disposition towards functional diseases of the 
digestive canal all of these cases would have 
been slowly but surely relieved of their pyloric 
or duodenal stenosis with proper dietetic treat- 
ment and without surgical interference. 

You all know that splanchnoptosis is the 


most frequent cause of failure in the treat- 
ment of uterine displacements by pessaries, 
and often operation fails from the same cause. 
So it is also with floating kidney. It is the 
constant irritation, the constant nagging of 
the misplaced organ, the constant drop of 
water that wears away the stone. 

In “Diseases of the Digestive Canal,” by 
Paul Cohnheim, we find the following: 

“The significance of the habitus enteropticus 
in diseases of the abdominal organs, especially 
of the stomach, is that persons with the habitus 
enteropticus are predisposed to functional dis- 
eases of the stomach and intestines; that is 
to say, a given irritation would produce dis- 


‘turbances in a person with the habitus en- 


teropticus which would not affect a person 
with a normal habitus. All causes that lead 
to insufficient nutrition and to a disappearance 
of fat from the mesentary and abdominal walls 
weaken the natural support of the abdominal 
organs and produce in enteroptotic individuals 
some active diseases which have, up to this 
time, been latent.” 

Stiller says: ‘This congenital, mostly in- 
herited asthenic predisposition, tends to lead 
to a chain of disorders, which, as a rule, show 
themselves first after pubescence and together 
with a congenital habitus, form the asthenic 
disease. These disorders are manifold, but 
among them appear most often four large 
groups, i. ¢., enteroptosis, nervous dyspepsia, 
neurasthenia and dystrophia.” 

Caroilna Bank Building. 
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TREATMENT OF PELVIC INFLAMMATION* 
By E. M. SANDERS, M.D., Nashville, Tenn. 


The almost universal prevalence of this 
disorder among women who have borne chil- 
dren, miscarried or aborted, is sufficient rea- 
son, it seems to me, for bringing what appears 
to be a very commonplace subject before this 
body, and while the general treatment of pel- 
vic inflammation has long since become one 
of the beaten paths of our professional lives, 
still I believe, in the light of our present day 
knowledge, the subject will bear discussion. 


Regardless of where we practice, what class 


of patients we handle, or what kind of work. 


we do, we see some form of pelvic inflamma- 
tion almost daily. On account of the boun- 
tiful nerve and blood supply of the pelvis 
and the peculiar physiological function of the 
pelvic organs, inflammation in this region 
should receive special attention. Infections 
in this region frequently resist our best efforts 
to bring about desired results, as there is 
such a plentiful distribution of cellular tissue 
around the pelvic organs and lining the pelvic 
cavity. 

About 1840 a number of French investiga- 
tors instituted a systematic study of pelvic 
inflammations, and from that time to the 
present day much has been written on this 
subject and great labor expended to unravel 
the causes and outline a rational treatment 
for the inflammations and the accompanying 
complications of the contents of the female 
pelvis. This work is still going on in the 
hands of our foremost men, as evidenced by 
the quantity and quality of literature on this 
subject at the present time. 

In the beginning we should understand that 
it is not possible to treat all similar cases of 
pelvic inflammation alike, when they are 
found in different social strata. The rich 


woman, for example, can be treated indefinite- 
ly along palliative lines for chronic pelvic 
inflammation, while her servant girl must re- 
ceive radical treatment for her trouble that 
she may earn her livelihood. Excluding tuber- 
cular and pelvic inflammations caused by spe- 
cial accidents, such as infected ovarian cysts 
and other neoplasms found in the pelvis, I 
have found the following classification to be 
very useful in outlining the treatment for 
these cases as we find them. 
FIRST—7HE MILD, ACUTE CASES. 

These are usually gonorrheal in origin, but 
not always. Reidel has reported fifty-six 
cases of acute salpyngitis in girls under ten 
years of age, operated upon for appendicitis. 
He states positively that the infection reached 
the tubes by way of the vagina and uterus 
and that gonorrhea was excluded in every 
case. I have had two cases, although one of 
these cases may be doubtful, as we did not 
have microscopical proof. The diagnosis of 
the non-gonorrheal ones is usually difficult, 
but when diagnosed the treatment is pallia- 
tive, unless no benefit is received. Then the 
infected tube should be removed, it is usu- 


ally unilatteral. The gonorrheal cases, 
of course, should receive, first of all, 
the well-understood treatment for acute 


gonorrhea in the female, and I will not take 
up the details of this treatment at this time. 
But, in addition to this, they should have care- 
ful attention for the pelvic inflammation, re- 
gardless of just what the pathology is, and 
it may be quite varied. These cases should 
be put to bed, if possible, and kept very quiet 
for at least a week after thé inflammation has 
apparently subsided. The diet should be semi- 
solid, limited and selected, withholding stimu- 


* Read before the Middle Tennessee Medical Association, at Springfield, Tenn., Nov. 19-20, 1909. 
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lants and highly nitrogenous foods. How- 
ever, the patient should not be starved. Large 
quantities of water and sweet milk should be 
given, and a proper amount of sleep should 
be secured, induced, if necessary, with some 
harmless means or drug. External applica- 
tions of heat or cold are of little benefit in 
these cases. The bowels should be regulated 
to about two actions daily. Hot douches 
twenty minutes long given every four hours, 
as hot as the patient can bear, in the dorsal 
or knee chest position. Many of these cases, 
when so managed, will promptly respond, but 
as a rule such cases do not comé for treatment 
at all, and therefore become chronic before 
they are seen. 
SECOND—THE MILD CHRONIC CASES. . 

These may be gonorrheal, streptococcic or 
‘mixed. As a rule they are gonorrheal. In 
Roberts’ General Gynecological Pathology we 
find a long chapter on the relationship of 
gonorrhea to pelvic inflammation. The con- 
‘clusion of which is, that a man when once 
infected is never cured, and that if married 
he is almost certain to infect his wife. Gonor- 
rhea can be cured sometimes completely and 
permanently in either sex by timely and ap- 
propriate treatment, but the eradication of 
the infection from the glands of the cervix is 
well nigh impossible. Nearly all of the acute 
cases of yesterday become these chronic cases 
‘of today, as only a small percentage of the 
mild acute ones recover and do not recur. 
These cases should be given the most careful 
and skilled attention. When they present 
themselves for treatment the most painstaking 
history obtainable should be secured, not only 
for the purpose of making a correct diagnosis 
at the time, but for future reference in case 
surgical treatment must be resorted to—and 
this is almost sure to follow. Microscopical 
examinations of the secretions should be made, 
but even these findings are sometimes mis- 
leading, as the exciting agent may have ceased 
to appear at the time of .the examination. 
‘When a diagnosis as to the cause has been 
made, vigorous treatment should be instituted, 


and every effort made to save these unfortu- 
nates from what follows this condition in a 
large majority of cases. The patient should 
be instructed to rest in bed, if possible, during 
the menstrual period, and to refrain at all 
times from strenuous exercise, such as fatigu- 
ing work, long walks, the use of the sewing 
machine, etc. She should be given a diet list 
that includes only easily assimilated and high- 
ly nutritious foods, and instructed to the most 
minute details as to her rest, exercise, work, 
baths, and drink, both as to quantity and 
quality, and not be given a few general in- 
structions and carelessly sent on her way with 
an ichthyol tampon, which, in my opinion, 
is practically useless. After the urethra and 
vagina have had proper attention in the office, 
curetment should be thoroughly done as an 
effort to arrest the infection in the indome- 
trium from where it is constantly sending 
more trouble into the deeper tissues. Such 
local and general medication as the individual 
physician is best acquainted with should be 
used. There are many useful remedies in our 
hands today for the treatment of such cases, 
which should be used according to the indi- 
cations, and one’s thorough acquaintance with 
the remedy. The bowels should be regulated, 
preferably with some form of Cascara. Elec- 
tricity, massage and many other luxurious pro- 
cedures have been used on this class of cases. 
Some of them may give some benefit to some 
cases, but it is my opinion that the proper rest 
for the conservation of the patient’s energy, 
the proper nutrition to raise her vitality along 
with the office attention and the twenty-minute 
hot vaginal douche properly given, includes 
the most beneficial treatment at our command. 
The hot douche should not be used unless it 
is used properly, as I believe when it is used 
in a half-hearted way it is not only without 
benefit, but actually harmful. It is quite diffi- 
cult to get these patients to take twenty- 
minute douches in the dorsal or knee-chest 
position, using the water as hot as it should 
be. And I believe a physician should satisfy 
himself as to the thoroughness of this treat- 
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ment, or stop it. If the case shows improve- 
ment, the treatment should be kept up until 
a complete cure has been effected. This, how- 
ever, is rare. The question as to whether or 
not the incurable chronic inflammations are to 
be submitted to operation must be decided 
with the individual case. A radical operation 
should never be undertaken, however, until 
a diagnosis as to the exciting cause of the 
trouble has been arrived at. This we will dis- 
cuss under the last class of cases mentioned in 
this paper. 

If the case is believed to be gonorrheal in 
origin, at least three months should elapse 
from the onset of the infection before the case 
is submitted to operation, as it is dangerous to 
operate in the presence of a virulent gonor- 
rhea. Hunter and Harris have collected 
eighteen cases supported by bacteriological 
proof, and seven of these cases died. Peri- 
tonitis is not the only danger of operating 
in an active gonorrheal field. Price reported 
a case in which such an operation caused gen- 
eral dissemination of the bacteria with in- 
volvement of the joints, and endocardium, and 
finally death on the fifteenth day. There was 
no evidence of peritonitis in this case. If the 
case is believed to be of streptococcic origin it 
should be allowed to go to a definite termina- 
tion either to resolution, or fall into a severe 
chronic case, the treatment of which will be 
taken up later. If it is decided that the 
gonococcocus is the exciting cause, and the 
case is submitted to operation, the infected 
tubes and one or one and a part of the other 
ovary should be removed, the adhesions 
broken up, the uterus put into position and 
curetted, but hysterectomy is seldom indi- 
cated. 


THIRD—THE. SEVERE ACUTE CASES. 


These patients are seen with severe inflam- 
mation. They may follow infection from 
labor or abortion, or may come in the wake 
of an attack of gonorrhea. The exciting cause 
is usually not a true gonorrhea, but is a mixed 
infection which finds easy sailing in its wake, 
or coincident with the attack, or it is of 
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streptococcic origin. The pulse is rapid, the 


temperature is moderately high, and some- 
times very high. There is usually:a good deal 
of pain, with more or less distension and 
rigidity of the lower abdomen, signifying a 
real pelvic peritonitis. We usually find them: 
constipated, since defication is painful. Some- 
times they have nausea and vomiting. They 
have distressed expressions, and are frequent- 
ly so nervous and sensitive that satisfactory 
examination is impossible. I believe this class 
of patients is more mismanaged than any 
other. I have seen them given one large dose 
of salts after another daily, which theoretically 
sounds good, but practically must add to the 
pain and aggravate the spreading peritonitis 
by exciting an unusual peristalsis of the 
bowels. We never know how far such a 
peritonitis will travel, or to what severe de- 
gree it will assert itself. Therefore, these 
acute cases should be watched closely. No 
hard and fast rules can be set down for the 
management of these cases, but a few general 
principles may be followed. If constipated 
when they are seen, the bowels should be 
thoroughly evacuated with saltsor oil and 
immediately quieted by the administration of 
opium. The diet should be liquid, easily 
assimilated and very nutritious, so as to leave 
practically no residue for the lower bowels. 
When the pain is severe the opium should be 
continued, keeping the intestinal tract at rest, 
and with a daily enema, a very satisfactory 
condition of the intestinal tract can be main- 
tained. Hot or cold applications should be 
applied to the abdomen, hot ones usually prov- 
ing more satisfactory, especially in the begin- 
ning. <A large percentage of these cases will 
promptly improve, and I do not think we 
should advise them to undergo an operation 
unless a distinct and troublesome mass is left 
in the pelvis, or the attacks are prone to 
recur. If properly instructed and deait with 
patiently a great many of these cases will get 
entirely well and never have a recurrence. If 
one is so unfortunate as to be unable to con- 
trol the infection, and it goes on to localization 
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and the formation of an abscess, this should be 
opened and drained as soon as feasible. If it 
is in the cul de sac of Douglas, as it usually is, 
this can easily be done by making a stab in the 
posterior vaginal fornix with a long-handled 
sharp-pointed, curved on the flat, scissors, and 
when the pus has been reached, open the 
blades and withdraw. This should never be 
done without a reasonable degree of certainty 
that the abscess wall is adherent to the vaginal 
plate. This operation is best done by touch, 
but if the operator is in doubt as to whether 
the mass is adherent or not, it should be done 
by sight; and if it is found that the mass is 
not adherent to the vaginal wall a strip of 


iodoform gauze should be passed through the 


incision to the wall of the abscess and allowed 
to remain long enough to be walled off, when 
it can be removed and the cavity opened. 
When these abscesses are opened for the im- 
mediate relief of severe symptoms, which, for- 
tunately, is seldom necessary, it is a dangerous 
procedure, and should be lone with the great- 
est rapidity and skill. When the pus has been 
evacuated and the cavity carefully irrigated, 
copious drainage should be instituted by a T- 
rubber tube, surrounded with gauze, and the 
patient should be stimulated and nourished to 
the limit. The chronic abscess should be treat- 
ed accordingly, and is a very satisfactory 
operation, as they all get relief and deaths are 
rare in this class of cases. These masses 
should never be opened and drained across 
the peritoneal cavity, though such cases some- 
times recover. After the operation they should 
be kept up in Fowler’s position, and the Mur- 
phy drip enema continued until the severe 
symptoms subside, after which, when the 


- patient has regained her strength, she can be 


gotten out of bed and allowed to take mod- 
erate exercise even before the drainage tube is 
removed. It is very essential to continue the 
drainage for a sufficient length of time, and 
then the patient should be kept under obser- 
vation, as a large number of these cases sub- 
sequently have to undergo an abdominal oper- 
ation for the complete removal of the path- 


ology remaining in the eplvis. In many of 
these cases it is not only necessary to remove 
the tubes, and as much of the two ovaries as 
is advisable, but it is frequently best to do a 
hysterectomy, especially when the uterus is 
found large and boggy. If one is working 
after a severe infection, and is in doubt as to 
the exciting cause, I believe the patient should 
be given the benefit of the doubt and a hyster- 
ectomy done, as this may prevent further 
trouble. The after-treatment of such cases is 
important, and should be given the same care- 
ful attention as the previous treatment and 
operation. 

FOURTH—THE NEXT AND LAST CLASS OF CASES 

ARE THE SEVERE CHRONIC ONES. 

They come out of the classifications above, 
being the unfortunates, who, on account of 
their low vitality or the high virulency of the 
infection, have gone on to some localization 
of pus, inflammatory mass or adhesions, which 
must receive surgical intervention. They may 
have pus tubes, ovarian abscesses, abscesses in 
the broad ligament around the uterus, or, in 
fact, anywhere in the cellular tissue of the 
pelvis, or dense adhesions and inflammatory 
masses frequently holding in their grasp one 
or more loops of the intestines. These patients 
are usually at a low ebb mentally and physi- 
cally. Aged beyond their years, nervous and 
irritable, suffering a great deal, and frequent- 
ly addicted to some harmful drug habit. When 
they walk they show the shambling gait; when 
they work it is with great effort; they are 
just alive and get little pleasure out of their 
existence. Bi-manual examination usually re- 
veals the telltale tender pelvic mass, but the 
history is frequently obscure and misleading. 
The hot vaginal douches, rest in bel, applica- 
tions to the abdomen and medicines are use- 
less to these patients. They are first surgical 
cases and later medical, and it frequently re- 
quires all the skill of both to bring them back 
to anything like a normal condition. The two 
principal agents of infection causing chronic 
pelvic inflammatory masses are the gonno- 
choccus and streptococcus. Crossen says that 
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in this class of cases where chronic suppura- 
tion in the pelvis is present the pus is sterile 
in 55 per cent. It contains gonnoccocci in 22 
per cent, streptococci and stapphylococci in 12 
per cent, and other bacteria, such as the colon 
bacillus and pneumococcus are occasionally 
found. These statistics exclude the tubercular 
cases. These cases must be operated upon, 
but before the operation is undertaken a diag- 
nosis as to the exciting cause should be made. 
if possible, first by securing an accurate his- 
tory, and second by the location of the lesion. 
As a rule, these distinguishing points can be 
settled by a close study of the history and a 
careful bi-manual examination. Uncertain 
cases should be classified one way or the 
other. In the gonococcic cases the inflamma- 
tion is preceded by a history and evidences of 
gonorrhea, or comes on without apparent 
cause and the lesion is located in the tubes, 
which usually involve the ovaries and adja- 
cent peritoneal surface in time, but does not 
involve the conective tisse to any decided 
extent. The diagnosis is greatly assisted if it 
is possible to learn the behavior of the pulse, 
temperature and other symptoms during the 
onset of the trouble. If the mass is due to 
streptococcic infection the onset can usually be 
traced to sepsis following labor, abortion or 
miscarriage. Sometimes to instrumentation. 
The location of the lesion is in the connective 
tissue area, usually in the broad ligament. It 
is distinguished by its low situation in rela- 
tion to the uterus. Its intimate relationship 
with the uterine wall, as though it were a part 
of the same, or with the pelvic wall. It may 
be so large as to simulate a fibroid tumor and 
is always hard. A tubo-ovarian mass, on the 
other hand, is distinguished by its being sit- 
uated high in the tubo-ovarian region or pro- 
lapsed into the cul de sac, and a_ distinct 
groove can usually be felt between it and the 
uterus and the pelvic wall, and sometimes 
a rounded outline of the tube or ovary can be 


felt; unlike the streptococcic mass, it is soft. 
When the two points do not agree, the prin- 
cipal weight should be given to the location 
of the lesion. A good rule to follow is, when 
in doubt, give the patient the benefit and call 
the infection streptococcic. The virulency of 
this infection persists indefinitely. Miller re- 
ports a case in which the bacteria existed for 
six years, and another for twelve. Automatic 
sterilization of a streptococcic abscess is pos- 
sible but rare. When the surgeon is in doubt 
as to the time when to operate on these cases 
he should wait a little longer unless he feels 
that deay is dangerous. Masses caused by 
the gonococcus can be safely removed after 
four months, but those caused by the strep- 
tococus are always dangerous, and every 
effort should be made to open and drain them 
bv some extra peritoneal route. If they can- 
not be approached through the vagina, an 
attempt should be made to reach them by 
going over Poupart’s ligament, and although 
we see a number of such cases recover which 
have been opened and drained across the peri- 
toneal cavity, still we must always remember 
that this is a hazardous procedure and must 


‘be done with caution, followed by strenuous 


treatment and free drainaye. It is fortunate 
that the two infections present different clini- 
cal characteristics. No one should open the 
abdomen of one of these cases without being 
fully prepared to do anything from the sim- 
ple breaking up of adhesions to the re-section 
of an intestine or a hysterectomy, both of 
which we frequently find necessary. Both the 
ovaries should never be removed. The better 
one always being saved, unless too much 
diseased, when it should be re-sected. Drain- 
age should always be used when in doubt, the 
vaginal route being preferable. A large per- 
centage of these cases recover and never re- 
lapse. 
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THREE CASES OF LATE VOMITING OF PREGNANCY 
By S. S&S. CROCKETT, M.D., Nashville, Tenn. 


Case 1. Mrs. F., aged 26, primapara, had 
an uneventful pregnancy up to the middle of 
the eighth month, with the exception, as stated 
by her, that her stomach had been delicate and 
was easily upset throughout pregnancy. Early 
vomiting had been rather pronounced, but not 
severe enough to demand medical attention. 
She reported good health previous to preg- 
nancy. No edema, no headache, no eye-symp- 
toms. 

At the middle of the eighth month vomit- 
ing began rather suddenly and so severely 
that I suspected that it was caused by some 
dietetic indiscretion. She vomited on an aver- 
age about once every hour for four days, ex- 
cept when under the influence of morphia. 
This latter was the only remedy that seemed 
to exercise the least influence over her condi- 
tion, and this seemed to only prolong the in- 
termissions and finally ceased to make any im- 
pression. The urine was reduced in amount 
of high specific gravity, acid in reaction, and 
showed large deposit of urates on standing. 
There was a slight trace of alubumen through- 
out. No microscopic examination was made 

Practically nothing was retained on the 
stomach for four days, at the end of which 
time her tongue was red and dry, her lips 
parched, respiration accelerated, pulse 120. 
Vomited matter during fourth day showed 
evidences of disintegrated blood. Upon con- 
sultation, it was decided that induction of 
premature labor should be done. The flexible 
rubber catheter was introduced into the lower 
uterine segment and the cervical canal packed 
with gauze. At the end of twelve hours no 
pains were manifest and only a small amount 
of dilatation—no improvement in the symp- 
toms. Barnes’ bags were now introduced and 
repeated until dilatation was secured after 


about two hours. The uterine contractions 
being so feeble and the subsequent descent so 
slow and her general condition so critical, she 
was put under an anesthetic and delivered 
by forceps of a living child; about thirty hours 
having elapsed since induction of labor was 
begun. There was considerable damage to 
the pelvic floor during delivery. Her condi- 
tion continued critical for a week, with rapid 
pulse and inability to retain more than small 
quantities of liquid flood. Urine improved in 
quantity after the end of the week and the 
pulse became less rapid and the stomach more 
tolerant. Her subsequent convalescence, 
though slow, was uneventful. She had no 
elevation of temperature at any time. 

Case 2. Mrs. A., aged 33, fifth pregnancy, 
no abortions. Cervix had been amputated two 
years before. Except for the annoyances inci- 
dent upon the old indurated cervix she had 
been in good health up to her last pregnancy. 
She had strffered with nausea and vomiting 
throughout the entire gestation, no improve- 
ment at all appearing at the fourth month. 
No oedema, no headache, no eye-symptoms. 
Sometime during the eighth month, as well 
as we could determine, the vomiting became 
rapidly worse and in two days she showed 
a pulse of 120 to 130, rapid respiration, with 
inability to retain the least particle of either 
food or drink. The expression was very bad. 
There had been no investigation of the char- 
acter of her urine. Premature labor was in- 
duced by the soft catheter and gauze, followed 
by Barnes’ bags. In tewnty-four hours she 
was delivered of a living child. There was 
immediate cessation of both nausea and vomit- 
ing and her convalescence was not prolonged 
and was uneventful. 

Case 3. Mrs. P., multipara, eighth preg- 
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nancy, no abortions. All previous pregnan- 
cies had been normal and the deliveries rapid. 
two of the children having been delivered 
before the attendant could reach the house. 
During this last pregnancy she had been in 
apparently perfect health throughout the en- 
tire term up to the middle of the eighth month, 
at which time she was suddenly attacked with 
vomiting on a Friday night, when her phy- 
sician was at once called. So ill did she seem 
that the physician remained with her practi- 
cally the entire time until the following Tues- 
day night, at which time the writer was in- 
vited to see the case in consultation. The 
patient was reported to have vomited on an 
average once an hour since she was taken 
ill on the Friday before. During the after- 
noon of Tueslay it was noticed that there 
was a dark deposit in the vomited matter. 
When the writer saw her on Tuesday night, 
she was vomiting a dark fluid about the color 
of ink. Pulse 130 and weak, skin cool and 
moist; respiration hurried and sighing; abdo- 
men tender. Her urine was reported normal 
in quantity. No oedema, no headache, no 
eye-symptoms. 

Induction of premature labor was advised 
and accepted by the family; the catheter was 
introduced Tuesday night at 9 o’¢lock. Only 
a few irregular and inefficient contractions 
occurred up to 11 o’clock on Wednesday, at 
which time Barnes’ bags were introduced, 
followed by vigorous pains, which resulted in 
complete dilatation in two hours. Much to 
our surprise, however, although clearly an 
anterior-vertex, the head did not come down, 
the patient became faint and hysterical and 
the pains ceased entirely. She was given 
1% gr. morphia hypodermically and slept two 
hours, at the end of which time feeble pains 
returned. She was delivered of a living child 
with the forceps after much difficulty, owing 
to a very oedematous cervix. The cessation 
of vomiting was immediate. She was given a 
large quantity of normal salt solution by the 
bowel during that night, and on Thursday 
retained her breakfast and thenceforward her 


recovery was without incident. 

The symptomatology in these three cases 
was attributed correctly or incorrectly to the 
toxemia of pregnancy. Gestation runs very 
close along the border line between physiology 
and pathology. And very much of the path- 
ology of this condition which was for a long 
time explained either as the effect of the 
mechanical pressure of the growing uterus, 
or else as a reflex nervous phenomenon pro- 
duced by the stretching of the uterine nerves, 
is at the present time attributd largely to 
disturbances in maternal metabolism incident 
to pregnancy. 

It is pointed out that the mother’s organs 
of elimination are taxed with a double duty 
during pregnancy—that she must discharge 
the waste products of the fetus, about which 
we know nothing, as well as her own. 

The increased toxicity of the pregnant 
woman’s blood has long been established. 

The effects of the toxines of the acute in- 
fections upon parenchymatous structures is 
knowledge common to us all. 

The two organs most concerned in the de- 
fense against any toxemia, and the two organs 


in which pathology is oftenest located in this 


toxemia, are the liver and the kidney. In the 
liver the pathology found is analogous to but 
less marked than that found in eclampsia— 
namely, thrombosis, local necrosis and hemor- 
hage. These liver changes are so marked that 
the French obstetricians called the toxemia an 
hepato-toxemia, believing that the normal de- 
structive action of the hepatic cells upon the 
toxic substances is thereby interrupted and 
that the poisons pass on into the general circu- 
lation. 

The changes in the kidney are of such uni- 
formity that effort is being made to charac- 
terize the degenerative changes found in the 
epithelium of the uriniferous tubules as a 


‘pathologic individuality under the name of 


the “Kidney of Pregnancy.” 

It is not difficult to realize that the slight 
functional disturbances from over-eating or 
improper diet, lack of properly regulated exer- 
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cise, or inattention to the condition of the skin 
in a pregnant woman, with a liver and a kid- 
ney already struggling under the double work 
incident to pregnancy, and perhaps already 
crippled by the pathological processes above 
mentioned, might and will precipitate a clinical 
symptomatology that would vary in severity 
and even in character all the way from a very 
slight nausea, or an apparently insignificant 
hadache, to a rapidly fatal eclampsia. 

It must be borne in mind that the toxemia 
of pregnancy should be regarded as, in a sense, 
the pre-convulsive stage of eclampsia, in which 
there may proceed either rapidly or slowly 
many other disturbances, both functional and 
organic, fatal alike to both mother and child. 

Jackson Building. 


MISTAKES IN DIAGNOsIS.—( Abstract. ) 


J. P. Crozer Griffith, Philadelphia (Journal 
A. M. A., November 13), reports several cases 
in children in which, after an injury, symp- 
toms appeared which might be, and were in 
some cases, attributed to this as a_ cause, 
whereas in reality the trauma and the disease 
causing the symptoms were simply coincident. 
In one case the examination of the blood re- 
vealed cerebrospinal fever, causing symptoms 
which were observed immediately after a fall 
from a street car. Another child was kicked 
in a fight and later went into an unconscious 
condition with convulsions and temporary 
hemiplegia which disappeared without any 
treatment to account for it. A somewhat sim- 
ilar case was also’ reported in which a child 
was said to have been hit by a street car. In 
still another suffocation from ingested matter 
was suspected, and it is quoted particularly 
as an illustration of the possibility of error 
from leading questions given to parents and 
friends who are open to suggestion. The chok- 
ing of the child was elicited by the physician 


- in questioning the parents but the case was one 


of retro-esophageal abscess, as shown by the 


autopsy. Perhaps one of the most misleading 
diseases, the author says, is infantile scurvy, 
and he has repeatedly seen the sudden develop- 
ment of pain in the limb from this disease at- 
tributed to trauma. Two cases are reported. 
Griffith says he might multiply such cases from 
experience, but these he thinks will be suffi- 
cient as striking examples of the necessity of 
caution in the diagnosis of any supposed. in- 
jury especially in children. 


PELLAGRA, ANCIENT AND MODERN.—(AD- 
stract.) 


H. D. King, New Orleans (Journal A. M. 
A., November 6), gives an historical sketch 
of the disease pellagra, showing its spread and 
increase in the countries where it exists. He 
accepts the view that it is due to the eating 
of damaged maize. There seems to be hardly 
a country in Europe where it is not more or 
less prevalent with the exception of the north- 
ern regions, Italy, France and Austria seem- 
ing to be the greatest sufferers. In Great 
Britain, the disease has been noted but twice 
and there does not seem to be any record of 
it in the Scandanavian countries or in north- 
ern Russia. In northern Africa it is also very 
prevalent. On this continent it» has been rec- 
ognized in Brazil, Mexico and the Argentine 
Republic as well as in the West Indies. The 
recent recognition of it in the United States 
was preceded many years ago in 1864 by the 
reports of two or three cases at which time 
also a small outbreak was noted in Nova 
Scotia. Reports of this are very meager and 
uncertain. It is noticed as remarkable that 
the medical records of the Civil War contain 
no mention of pellagra, but King suggests 
that it may have existed unrecognized in the 
southern prison camps and he suggests fur- 
ther inquiries as to this point as a profitable 
subject for investigation. The present out- 
break in the South is a matter of recent his- 
tory. 
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HEMOPHILIA IN ONE FAMILY 


By W. M. M’CABE, M.D., Superintendent and Surgeon, City Hospital, Nashville, Tenn. 


The history of this family of hemophiliacs. 


is extremely interesting, because it has been 
traced back four generations, and shows that 
the transmission has in every case been 
through the female. You will notice from 


to the law of heredity he did not transmit the 
disease to the second generation, and the son 
of this generation was the only made who did 
not bleed. (Males do not transmit the dis- 
ease directly, but their daughters inherit the 
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DIAGRAM OF FAMILY HISTORY. 


the illustration that the family originally con- 
sisted of five brothers, all of whom were bleed- 
ers. One brother of the first generation was 
the father of two girls and one boy, but true 


diathesis, and in turn transmit the disease 
to their male offspring.) One female of the 
second generation was the mother of five sons 
and one daughter, and you will observe that 
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all the males of the third generation were 
bleeders, and that three of them died at cir- 
cumcision. A female of the third generation 
was the mother of two boys and one girl, and 
here, as in the other generations, the boys are 
bleeders and the female escapes. In the fourth 
generation one boy age three years died of 
hemorrhage from the stomach and bowels, and 
the other frequently visits the hospital bleed- 
ing profusely from slight injuries. Bleeders 
may occur among females, but such instances 
are very rare. 

I wish to acknowledge the valuable service 
of Dr. J. Bryce Jemison for aiding me in se- 
curing the history and drawing the diagram. 


TREATMENT OF IDIOPATHIC MULTIPLE HEM- 
ORRHAGIC SARCOMA.—(AbDstract. ) 


H. J. F. Wallhauser, Newark, N. J., (Jour- 
nal A. M. A., November 13), reports two cases 
in which he has successfully employed bichlorid 
of mercury solution in this disease. A solution 
of bichlorid of mercury, one or two thousand, 
was applied in the first case to overcome the 
offensive discharge. After several weeks, 
however, it was noticed that the larger tumors 
had perceptibly diminished and that several 
small pea-sized tumors had altogether disap- 
peared. The strength of the solution was then 
gradually increased to one to five hundred and 
applied in wet compresses. At the end of four 
months all growths had disappeared and the 
patient was seen two years later in good health 
with no recurrence of the disorder. In the 
second’ patient, after cutting off the larger 
masses under cocain, the same treatment was 
applied and continued for about six weeks, 
when all the wounds had cicatrized and the 
smaller unexcised tumors were decreasing. 


With the gradual increase to one to five hun- 
dred strength of the solution a slight dermati- 
tis developed and the milder solution was sub- 
situted. All lesions had disappeared at the end 
of six months leaving only the increased pig- 
mentation and a few areas of white, slightly 
atrophic spots, the skin appearing otherwise 
normal. The patient, a woman, was fater ad- 
mitted for alcoholism, and still later again, 
nearly three years after the first treatment, fort 
a new growth in another region, of the same 
general character which, according to her 
statements, appeared about six months pre- 
vious to this admission. There was only one 
tumor on the inner side of the thigh, which 
was stiff, swollen and very painful, the 
slightest movement causing acute-lancinating 
pain. Treatment to improve her general 
health, which was bad, was instituted, but she 
never rallied, and died in coma a few weeks 
after her admission to the hospital, of a com- 
plication of conditions as shown by the post- 
mortem. Wallhauser remarks on these cases 
that from a study of the histopathology the 
exact nature of the condition still seems du- 
bious. It is generally accepted that it is of 
vessel origin and that the vessels play an im- 
portant part in its production. This is borne 
out in the examination of these two cases. 
Whether it is sarcomatous or granulomatous, 
is also in question, authorities holding both 
opinions, while a few recently place it midway 
between the two, and the author seems to 
think this the best solution of the problem at 
the present time. From these two cases he 
assumes that it cannot be considered neces- 
sarily a fatal disease. The slow progress of 
recession of lesions would certainly point to 
a favorable issue as compared with the ranil 
growth and gland involvement of sarcoma. 
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EDITORIAL 


A NATIONAL BUREAU OF HEALTH. 

At last it seems that the long cherished 
plan of the medical profession is to receive 
serious consideration at the hands of the 
National Government. In his message to the 
Sixty-first Congress President Taft advocates 
the establishment of a National Bureau of 
Health, using language and arguments of 
such strength and significance in presenting 
the subject that we reproduce them in full: 


“For a very considerable period a move- 
ment has been gathering strength, espe- 
cially among the members of the medical 
profession, in favor of a concentration of 
the instruments of the National Govern- 
ment which have to do with the promo- 
tion of public health. In the nature of 
things, the Medical Department of the 
navy must be kept separate. But there 
seems to be no reason why all the other 
bureaus and offices in the General Gov- 
ernment which have to do with the pub- 
lic health or subjects akin thereto should 
not be united in a bureau to be called the 
‘Bureau of Public Health.’ This would 
necessitate the transfer of the Marine 
Hospital Service to such a bureau. I am 
aware that there is a wide field in respect 
to the public health committed to the 
states in which the Federal Government 
cannot exercise jurisdiction; but we have 
seen in the Agricultural Department the 
expansion into widest usefulness of a de- 
partment giving attention to agriculture 
when that subject is plainly one over 
which the states properly exercise direct 
jurisdiction. The opportunities offered 
for useful research and the spread of use- 
ful information in regard to the cultivation 
of the soil and the breeding of stock and 
the solution of many of the intricate prob- 
lems in progressive agriculture, have 
demonstrated the wisdom of establishing 
that department. Similar reasons of equal 
force can be given for the establishment 
of a bureau of health that shall not only 
exercise the police jurisdiction of the 
Federal Government respecting quaran- 
tine, but which shall afford an opportun- 
ity for investigation and research by com- 
petent experts into questions of health 


affecting the whole country, or important 
sections thereof—questions which, in the 
absence of Federal governmental work, 
are not likely to be promptly solved.” 


In thus officially committing himself upon 


a question which, in its last analysis, is of far 


greater importance to the welfare of the 


country than all the other vastly important. 
features of his seventeen thousand word mes- 


sage combined, the President has been true. 
to his pre-nomination utterances, to the plat- 
form upon which he was elected, and to his 
more recent public speeches while en tour. 
The issue now becomes a part of the adminis- 
tration’s policy. What its fate will be in the 
tempestuous sea of politics no one can pre- 
dict. But regardless of party affiliation it is 


an issue about which the 125,000 members of 


the medical profession can and should rally 
as a unit. For the first time the opportunity 
for which we have longed presents itself, and 
by every means within our power we should 
seek to embrace it. 

One of the most serious obstacles to be 
overcome is the grievous lack of information 
of our Federal law-making bodies as to the 
needs of a Bureau of Health. They are con- 
versant with the needs of the various depart- 
ments already existing; they recognize the 
importance of safeguarding and promoting 
the country’s commercial interests; they are 
always ready to vote increased appropria- 
tions for the investigation and suppression of 
disease in stock and poultry, and even pests 
which attack trees and crops; but in the past 
they have not seemed to realize that the great- 
est asset of this or any other nation, the one 
fundamental condition of industrial and social 
prosperity, is a healthy, vigorous population. 
It cannot be doubted that, if a carefully pre- 
pared statement of the enormous annual eco- 
nomic loss to our country from preventable 
sickness and death could be placed in the 
hands of the members of Congress and a 


thoughtful individual consideration obtained. 
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for it, few among them would remain indif- 
ferent. Nor would the humanitarian appeal 
of such a statement be likely to pass un- 
heeded. 

But, granting the awakening of interest and 
sympathy, it would still be necessary to con- 
vince Congress as to the advisability of the 
proposed plan. This should not be difficult. 
The arguments set forth in the presidential 
message ‘are unanswerable; but, thrown in 
among so many other matters about which our 
law-makers have been accustomed to think, 
their effect cannot be depended upon. The 
statement of economic loss referred to should 
be supplemented by a condensed statement 
of the most salient reasons in favor of the 
movement. The American Medical Associa- 
tion could well undertake this work, placing 
a sufficient number of copies for all purposes 
in the hands of every medical and scientific 
organization in the Union. 

It would then still remain for the medical 
profession, as individuals and as local organi- 
zations, to do the most important work. 
There can be no question that the average 
member of Congress is more susceptible to 
home influences than those from any other 
source. Let the American Medical Association 
and other national organizations memorialize 
Congress as a whole and adopt such other 
methods as may seem wise. But the appeal 
that will find the readiest ear will be that which 
goes direct to the individual Congressman 
from his constituents and personal friends at 
home. 

Thus are our task and our opportunity pre- 
sented to us. What will we do with them? 
Shall we hesitate because the task is great 
and the opportunity one which we must fight 
to utilize? Or shall we once again demon- 
strate that philanthropy is the watchword of 
‘our profession, that our highest aim now, as 
always, is to make life more worth living and 
the world a better place in which to live in? 

All honor to our broad-minded, courageous 
‘Chief Executive! Let us show by deeds, not 
words, that we applaud and appreciate his 


altruistic recommendation, so that, if it fails 
of fruition, the responsibility may not be ours 
to bear. Such an opportunity may not come 
to us again. AL ee, 


WHAT OF THE NEURASTHENIC, SURGICALLY ? 


The remarkable advance in the application 
of surgical measures to an increasing number 
of diseased states has begotten a widespread 
notion among the profession and even the laity, 
that it is all conquering. While its possibili- 
ties are far-reaching and satisfying in many 
well-defined pathologe conditions, it should 
not be misapplied. 

Neurasthenia mimics many clinical entities 
that are surgically curable, but in the absence 
of the real pathology, operations for the spe- 
cious disease are notoriously disappointing and 
should be discouraged. Operation is unsatis- 
factory enough when performed upon the neu- 
rasthenic, because of the continuance of 
nervous symptoms and the exaggeration of 
any of the sequelae of operative work. Every 
ill in after life is dated from the operation or 
charged to it. The ne’r do well neurotic, with 
simulation of a certain visceral disease is a 
most dangerous surgical counterfeit. The 
profession are not keen enough in winnowing 
them in the consulting room. These patients 
do suffer mentally and physically and are a 
much to be pitied class. They need treatment 
and that of the most searching and persistent 
kind, but should not be submitted to operation 
without the most definite indications. They 
are always willing to operation, easily and 
suspiciously so, and often decline the con- 
trary advice of a ripe clinician or a conscien- 
tious surgeon, invariably finding a more ac- 
commodating if less experienced operator “to 
do the work.” 

Curiously enough a certain number obtain 
temporary relief from their fancied malady, 
which is undoubtedly due to the very active 
mental suggestion, but surgery is a bad and 
dangerous form of mental suggestion. Their 
subsequent history is clouded by relapses, and 
the acquisition of other real and imaginary 
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ills. Operative recovery and permanence of 
well-being are totally different things. The 
certain, though small, inherent risks incident 
to surgery, the uncertainty of permanent cure, 
the mortifying absence of demonstrable pa- 
thologic changes all conspire to make opera- 
tions a matter to be weighed most scrutiniz- 
ingly in these cases. 

The ascribing of all forms of nervous 
symptoms from an irritable disposition up to 
epilepsy, to laceration of the cervix was our 
first departure from sane clinical induction 
in the vain attempt to relieve nebulous nerv- 
ous symptoms by operation. The operation 
for cervical tear among thoughtful surgeons 
is now restricted to mechanic and pathologic 
states and should be studiously avoided in the 
minor degrees with pronounced nervous symp- 
toms. 

Operations upon the ovaries in dysmenor- 
rheic and neurasthenic women which were so 
prevalent fifteen years ago, allowed the scales 
to fall from our eyes. The repeated opera- 
tions in these unfortunate patients for “adhe- 
sions,” etc., constitute a sad chapter in our 
surgical evolution. Some of them had as 
many as seven laparotomies before the patient 
was satisfied and the operator disillusioned. 
The tyro is making those same unnecessary 
mistakes now. Anybody who would perform 
a so-called exploratory laparotomy upon a 
neurasthenic is hopeless. 

The appendix, too, is ofteri more sinned 
against than sinning in so-called chronic cases 
among the neurotic. The mistakes occur in 
the instances that have never had a frank at- 
tack with temperature. The pain instead of 
being in definite sharply defined attacks is 
rather constant. Tenderness is often mis- 
leading, but the usual neurotic stigmata are in- 
variably present. The dermography, Stilles’ 
rib, dilated pupils, bitten nails, xerostomia, and 
the mental -apprehension and characteris- 


tically exaggerated account of the ailment 
should put one on one’s guard. 

Movable kidney is so frequently only an 
incident of the neurasthenic state, or only one 
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of the organs involved in a general visceral 
ptosis, that its surgical correction should be 
reserved for cases of painful tumor, Dietls’ 
crisis, or cases in which filling of the renal 
pelvis through a ureteral catheter brings on 
one of the attacks complained of by the pa- 
tient. The erroneous misapplication of ne- 
phrorrhaphy to every thin, tall, angular, old 
maid with bizarre neurotic symptoms in which 
the kidney is palpable and to victims of 
Glenard’s disease has been a _ reproach to 
surgery. 

A fruitful field for error has been in the 
nervous <dysmenorrheas, particularly in 
anemic girls, who neded fresh air, sunshine, 
exercise, and a carefully ordered and simple 
life. We often lose sight of the fact that it 
takes a normal nerve state and a normal blood 
state as well as a normal condition of the 
generative organs to have a painless menstru- 
aton. Abnormalities of the nervous system, 
nervous heredity and vicious hygienic condi- 
tions yield the largest number of sufferers 
from dysmenorrhea in the virgin. It is most 
unfortunate for many of these girls to have a 
dilatation and curettage. 

Movable retroversions in the neurotic 
nullipara require discrimination and judge- 
ment as to operative indications, and skilful 
management of the complicating neurosis. 
Then there is the horde of sexual neurasthe- 
nics upon whom many needless operations 
are done for chimerical varicoceles. Surgeons 
of experience repeatedly, after seeing the dis- 
appointing results of operations upon the 
above mentioned classes of cases, and upon 
the neurasthenic simulating symptoms that 
mean pathology in others, have become ex- 
ceedingly wary of these bete noirs. Even 
when on the alert they require the utmost dis- 
crimination and the most mature judgment. 
“There are many good operators, but few 
good surgeons.” This phrase aptly fits the 
situation in regard to the unfortunate and 
sadly exploited neurasthenic. 

The zeal of the young operator who is earn- 
est. but immature in the handling of this type 
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of case, is prone to lead him into grievous 
error. 

For the pot-hunter in surgery who operates 
“on anybody that will hold still” the neuras- 
thenic is an easy victim. 

W. D. H. 


THE CENTENARY OF OVARIOTOMY. 

On December 9, 1809, in the Kentucky vil- 
lage of Danville, Ephraim McDowell, thence- 
forth “the Father of Ovariotomy,” for the 
first time in the history of man removed an 
ovarian tumor. As the gun-shot at Lexing- 
ton reverberated around the world, the exam- 
ple of this unprecedented “achievement of the 
village surgeon, like the widening waves of 
the inviolate sea,” has gone wherever the be- 
neficence of surgery is practiced, and has 
saved countless thousands of human lives. 
With the exquisite ensemble of a modern ab- 
dominal operation, surrounded with the elab- 
orate furnishings of a perfectly appointed sur- 
gical clinic, skilled assistants, amplified prec- 
edent and accumulated experience, it is illum- 
inating to hark back to the epoch-making 
event which blazed the way for the present 
proud position of American surgery. 

It is peculiar that this pioneer invasion into 
the interior of the body, the peritonea! “holy 
of holies,” did not occur in the medical cen- 
ters of Europe, was not given to the world 
by one already known to fame. It occurred 
in the new world; in America; in the South- 
land! 

It was before the euthanasia of anaesthesia 
and required as much sheer heroism and plac- 
id bravery on the part of Mrs. Crawford as 
it required bold daring and resolute courage 
on the part of McDowell. He was, however, 
well fitted for his task. He had been an assid- 
uous student and had been a pupil of the 
great surgeon, John Bell, the most eloquent 
and forceful teacher of the famous school in 
Edinburgh. The pioneer surgeon was thirty- 
eight years old at the time,‘and had been in 
practice fourteen years. With his native ability 
and unusual opportunities he had become the 
most renowned surgeon west of the Alle- 


ghanies, and had performed all of the opera- 
tions done in his day. He was particularly 
skillful in lithotomies, having performed the 
operation up to 1828, twenty-two times with- 
out a death. He went sixty miles to see his 
immortal patient and after proposing the op- 
eration as offering her the only chance for her 
life, she journeyed to Danville on horseback. 
The site of his 9-inch incision in the linea 
semiluaris was contused by the saddle horn. 
The ligature was applied before the tumor was 
opened, and was left long in the lower end of 
the incision. The contents of the tumor 
weighed 15 pounds and the sac 7 1-2 pounds. 
The operation required twenty-five minutes, 
and in his description published some seven 
years afterwards he said he was surprised to 
find her making up her bed at his visit on the 
fifth day after the operation. She lived 32 
years thereafter, to the age od 79, and thus 
owed 2-5 of her life to his intrepid daring and 
skill. 

McDowell performed the operation of ovar- 
iotomy thirteen times with eight recoveries. 
His sixth case was a Mrs. Overton, who lived 
in the Hermitage neighborhood, near Nash- 
ville. The operator rode horseback from 
Kentucky, in December, 1821. Gen. Andrew 
Jackson was present, and “assisted in holding 
her hands and supporting her resolution.” It 
is also interesting to note that in 1812 Mc- 
Dowell removed a vesical calculus from James 
K. Polk, then seventeen years of age, and as 
he afterwards wrote “a meagre boy with 
pallid cheeks, oppressed and worn down with 
disease.” 

In 1879 the Kentucky State Medical So- 
ciety erected a monument of his native Vir- 
ginia granite to give “Honor to whom honor 
is due.” His beloved wife, the daughter of 
“King’s Mountain” Shelby, the first Governor 
of Kentucky, was placed by his side. 

The dedicatory address was delivered by 
Gross, the then greatest living surgeon, and 
also a Kentuckian. Dr. L. S. McMurtry, who 
at that time lived in Danville, was Chairman 
of the Monument Committee. 

The Southern Surgical and Gynecological 
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Association proudly bears the medallion of 
McDowell on its seal. 

Upon this the passing of the one hundredth 
anniversary, the image of that great genius 
and benefactor of the hosts yet unborn, should 
be emblazoned in the heart of every physician 
and surgeon. In that same “golden year of 
all the years” that gave this precious boon 
to suffering womankind, Kentucky’s generous 
womb also gave Lincoln to undying fame. 

In the beautiful words of one of our guild, 
Dr. Samuel Brickner : 


“This, then, was the year of all the years 
When, with conviction born of fear and 
hope 
McDowell dried the font of woman’s tears 
And widened stricken woman’s horoscope.”’ 


And from the Bluegrass land of the then 
Dark and Bloody Ground, Ephraim McDow- 
ell has been enshrined in the Walhalla of 
W. D. H. 


Surgery. 


THE RED CROSS CHRISTMAS STAMP. 


One of the most encouraging features con- 
nected with the anti-tuberculosis crusade is 
the annual sale of Red Cross Christmas 
Stamps. In practically every State in the 
Union at this season these attractive little 
messengers conveying holiday greetings are 
being disposed of, and the freedom with which 
they are bought and used augurs well for 
the success of the cause they serve. In Ten- 
nessee the sale is being directed by a commit- 
tee of public-spirited ladies representing the 
State Federation of Women’s Clubs. From 
the sales already made it is believed that not 
less than 300,000, representing a gross fund 


of $3,000, will be disposed of in Nashville 
alone. 

It is certainly of more than passing sig- 
nificance that this movement should meet with 
such a cheerful and hearty response from the’ 
public. No stronger evidence of the wide- 
spread interest and sympathy which have 
been aroused by the fight against the “White 
Plague” could be given. But of even more 
value than interest and sympathy is the dis- 
semination of life-saving knowledge concern- 
ing the disease in which the stamps have been 
no small factor. 

Wtih the Red Cross Christmas Stamp and 
the movement it represents for inspiration, the 
Southern Medical Journal sends Christmas 
greetings to all of its readers and their loved 
ones, and hopes that the coming year will 
bring to each one of them the fullest measure 


of peace, prosperity, and good health. 
A. 


THE INDEX. 

Special attention is called to the Index 
which appears in this issue. It has been pre- 
pared in a painstaking way and will be found 
complete and, we hope, of great value. 

The editorial staff feels no little pride and 
satisfaction in contemplating the list of names 
comprising the contributors to this volume, 
as well as the quality and diversity of the 
contributions. With the continued coopera- 
tion of the profession, particularly in the 
South, the section the Journal is especially 
intended to serve, there is no reason why the 
next index should not show material improve- 
ment in every respect. Let us work together 
during the year 1910. 
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International Clinics. Nineteenth Series, 
Volume III, 1909. A quarterly of illus- 
trated Clinical lectures and especially pre- 
pared original articles by leading members 
of the medical profession throughout the 
world. Edited by W. T. Longcope, M.D., 
Philadelphia. Published by J. B. Lippen- 
cott Company. 


Volume III of Jnternational Clinics for 
1909 offers 292 pages of valuable material by 
a number of distinguished contributors. <A. P. 
Francine on Treatment of Tuberculosis offers 
- nothing new, but gives us some _ practical 
points along well established lines, emphasiz- 
ing the value of fresh air, good food, and 
rest. He considers tuberculin of doubtless 
value in selected cases, but also capable of 
doing great harm if unwisely used. Dr. L. 
Lagane on Antitetanic Serotherapy gives 
some interesting but somewhat confusing re- 
sults. Davina Waterson furnishes a short 
historical sketch on Mesmer and Perkin’s 
Tractors. Clinical Observations in Five Hun- 
dred Cases of Typhoid Fever, by Joseph H. 
Barach, contains some observations and sta- 
tistics of value. One of the most interesting 
articles contained is Grave’s Disease, Ray- 
naud’s Disease, and Some of the Allied Forms 
of Vaso Motor Disorders, by Solomon Solis 
Cohen. Other subjects treated in the Section 
on Medicine are: Gonococcic Septicemia, by 
G. Dieulafoy; Women in Medicine, by James 
J. Walsh; and The Association of Migrating 
Thrombophlebitis with Thrombo-Angeitis 
Obliterans, by Leo Buerger. 

Exophthalmic Goitre from the Standpoint 
of the Clinical Surgeon, by Albert J. Ochsner, 
is a terse article covering the diagnosis, com- 
plications and operative technic of the subject. 
A Study on the Pathology and Surgical Treat- 
ment of Bilocular Stomach, by Chas. Green 
Cumston, and Some Postoperative Complica- 
tions, by David C. Straus, are very complete 
essays. P. Alglare writes on Early and Com- 
plete Resection of Varicose Veins of the Leg. 


The Department of Gynecology offers a report 
of several cases by A. Lapthorn Smith, and 
The Constitutional Treatment of Chronic Pel- 
vic Diseases, by Chauncey D. Palmer. 
Congenital Joint Deficiencies (Multiple), by 
Chas. H. Muschlitz; Hirschsprung’s Disease, 
by P. S. Potter; and Cases of Unforeseen 
Death in Scarlet Fever, by Drs. Gouget and 
Dechaux, are the contributions on Orthopae- 
dics and Paediatrics. A most valuable discus- 
sion of Practical Radiography of the Gastro- 
intestinal Tract is furnished by Dr. Henry K. 
Pancoast. Some of the complications of 
Otitis Media are discussed by Edward Brad- 
ford Dench, giving the latest views regarding 
the same. The Department of Neurology 
contains two valuable articles : Neuropathology 
in Childhood, by D. J. McCarthy, and Chronic 
Constitutional Headaches, by Theodore Diller. 
Interstitial Keratitis by Isaac Lederman, and 
Pathology of Exotic Dysenteries, by Paul G. 
Wooley conclude the volume. The subject: 
matter is of high type throughout and the 
publication continues to merit professional 
favor. R. W. B. 


General Pathology. By Dr. Ernst Ziegler. 
Translated from the eleventh German edi- 
tion. Edited by A. S. Warthin, Ph.D., 
M.D., and published by Wm. Wood & Co., 
New York. Pp. 78o. 


Each new edition of this excellent work 
comes to us replete with all that is firmly 
established in the realm of pathology. In 
each edition the author has endeavored to pre- 
sent to the reader established facts rather than 
the results of recent investigation that have 
not been thoroughly proven. Therefore his 
work is known as a final authority wherever 
the study of pathology is prosecuted. 

However, as its name indicates, it deals 
only with general pathological processes and 
not with the pathology of individual diseases. 

Its twelve chapters cover the Causes of Dis- 
ease in General, the Spread of Disease in the 
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Body, The Protective Forces of the Organ- 
ism, Disturbances of Circulation, Disturb- 
ances of Nutrition, Hypertrophy and Regen- 
eration, Inflammation, Tumors, Disturbances 
of Development and the Resulting Malforma- 
tions, and Parasites and the Diseases Caused 
by Them. 

The chapters on Tumors and Malforma- 
tions are especially full and complete. The 
book is profusely illustrated, having six hun- 
dred and four illustrations, many of them 
being in colors. A complete bibliography 
follows the consideration of each subject. 

The book left the author’s hands in the fall 
of 1894, but the editor has brought it thor- 
oughly up-to-date by the addition of much 
matter to the text. Pe 


CYSTOCELE.—( Abstract.) 

G. R. White, Savannah, Ga. (Journal A. M. 
A., November 20), says that the reasons for 
failure of operations for the permanent cure 
of cystocele seems to be that the normal sup- 
port of the bladder has not been sought for 
and restored, but that instead, an irrational 
removal of part of the anterior vaginal wall 
has been depended on for this purpose. The 
bladder restes on the anterior vaginal wall to 
which it is slightly adherent. The support of 
this wall is due to its attachment to the sym- 
physis pubis and pubic bones in front, latteral- 
ly to the white line of the plevic fascia and 
ischiatic spine, and above and behind to the 
uterus. The uterus itself, being freely re- 
movable, is of little importance as a support 
and the real support of the vagina comes from 
its attachment to the white line of the pelvic 
fascia and especially a thick bundle of fibres 
attached to the spine of the ischium and radi- 
ating out on the anterior and posterior sur- 
faces of the vaginal tube. If the fibres along 


the white line, and especially those from the 
spine, are divided, the vagina falls down and a 
clstocele results. It is easy to see how this can 
happen in difficult deliveries and he has had it 
occur under his eyes in a case of instrumental 
delivery. In the operation he describes: “The 
vagina is held open by two retractors, the ish- 
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iatic spine is located by palpation, and an in- 
cision from one to two inches long is made 
through the mucus membrane, parallel to the 
white line, and extending well up the vagina. 
The bladder is separated from the vagina by 
blunt dissection until the spine of the ischium 
and white line are reached and can be felt 
uncovered beneath the finger. Hemorrhage is 
seldom troublesome and can be controlled by 
a few minutes’ pressure. The sutures, which 
are of chromicized catgut, are passed under 
guidance of the finger by a Deschamps handle- 
needle. The first suture goes back of the white 
line just as it joins the spine of the ischium. 
The handle-needle is taken off, and each end 
of the suture threaded on a separate needle; 
one needle si passed from within out through 
the median edge of the incision, taking a firm 
hold on the vagina; the other needle is passed 
in a similar manner through the lateral edge 
of the incision. The two ends are then clamped 
and are ready to be tied. A similar suture is 
placed half an inch lower down on the white 
line, and when this is in place both suturés 
are tied, bringing the lateral sulcus of the va- 
gina in contact with the white line of the pelvic 
fascia. Should there be any prolapse at the 
outlet of the vagina, the incision may be ex- 
tended down alongside of the urethra and the 
vagina sutured to the dense fascia covering the 
pelvic bone. The opposite side is treated in a 
similar manner and when both sides are tied 
the anterior vaginal wall is drawn up in a nor- 
mal position, and has no tendency to sag, even 
when the patient coughs or strains. The va- 
gina reaches across from one ischiatic spine 
to the other, without any tension; it collopses 
when the retractors are removed and normal 
relations of the parts are restored.” The ad- 
vantages claimed for this operation are the 
restoration of the normal supports, no sac- 
rifice of tissue; rarity of recurrences, and the 
fact that it can be done without interferring 
with any other plastic work about the vagina. 
In fact such work has been performed in con- 
nection with the operation in all the nineteen 
patients so far operated on. The article is 
illustrated. 


| 


SURGERY 


1187 


ABSTRACTS OF CURRENT LITERATURE 


SURGERY. 


The Later Results of Ovariotomy, Espe- 
cially in Cases of Doubtful Character of the 
Disease. Hofmeier (Surgery, Gynecology and 
Obstetrics, Oct., 09) propounds the following 
three questions : 

What are the consequences of the removal 
of the various kinds of tumors? 

Is undisturbed life possible thereafter ? 

Are the results variable, and, if so, what 
is the cause? 

His answers are based on 600 personal cases 
and about the same number in which he has 
assisted Prof. Schroeder, of Berlin. In cases 
of cyst-adenoma pseudo-mucinosum the re- 
sults have been excellent, and when one ovary 
was removed physiological function and gen- 
eral health have remained normal. Carcinoma 
is frequently secondary (5 per cent of the 
cases) to mayifest or latent carcinoma else- 
where. In these, of course, there is no cure. 
Primary results are much worse in carcinoma 
than in the remaining classes (23 per cent). 
Of the survivors, more than half die within 
the first year. If only one ovary is manifestly 
‘ involved, the other ovary should be spared. 
Involvement of both ovaries is fatal within a 
year in nearly all cases. In these he thinks 
hysterectomy should be done. 

Cystadenoma serosum papillare not only 
produces ascites, but often shows implanta- 
tions on the peritoneum. Originally consid- 
ered malignant, they are now known to have 
no such histological characteristics ; and while 
they may return on the pedicle it is due to in- 
complete removal and not to recidive. The 
peritoneal implantations often disappear after 
exercising the primary growth. It is not 


known if they undergo carcinomatous change. 
They are capable of continuing their growth, 
but there should be no attempt to destroy thern 
at the first operation; for where that would b- 
possible it would be unnecessary, and whcre it 
would be necessary it would be impossible.” 


The general health is threatened much more 
than after extirpation of the other tumors 
named above. 

In pseudomyxomata the scope of contents 
by rupture may cause numerous implantation: 
in spite of which the final results are usually 
good, although invasion of the adjacent struct- 
ures is sometimes seen. Difficult to remove on 
account of their deep subserous development 
and tending to attack both ovaries, they may 
require repeated operations before complete 
destruction. The results are more uncert:iia 
than in pseudomucinomyxomata. 

Sarcomata are fibroid-sarcoma and true sar- 
coma, the former practically benign. The 
more fibrous tissue they have the less malig- 
nant. Hofmeier recommends leaving the sec- 
cnd ovary if it is sound, especially in young 
women. 

Teratomata may at times become sarcoma- 
tous, and all of the last four may produce im- 
plantations, and so have a worse prognosis. 

The second ovary should always be exam- 
ined scrutinizingly and removed only if dis- 
eased. If bilateral involvement is present, 
even though one may be macroscopically 
healthy, removal gives little chance of cure. 
Hofmeier then gives a detailed report of re- 
sults in his own cases. 


Burns Involving the Pericranium. Annals of 

Surgery, November, 1909. 

J. M. Mason and B. S. Lester had two cases 
under simultaneous supervision. One of them 
died of brain-abscess at the expiration of 
thirty-one days, due to infection thought to 
have taken place from confined septic mate- 
rial at the center of the burned area of bone. 
The other recovered, requiring three and one- 
half months for separation of the necrosed 
bone; after waiting for sufficient granulations. 
skin-grafting was done. Owing to the time 
required for casting off the dead bone and 
the danger of brain infection, they concluded 
that in simliar cases it would be a better plan 
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to remove a button froin the center of this 
area for drainage, as soon as the destroyed 


soft parts come away or are removed. 
W. A. B. 


The Operative Treatment of Cancer of the 
Larynx. Annals of Surgery, Nov., 1909. 
By George E. Brewer. 

The earlier results were very discouraging, 
and the procedure fell into disrepute, until 
Butler’s reported in 1900 27 cases with 3 
operative deaths, and 3 cures of 3 years’ du- 
ration. Since then results have been con- 
stantly improving. The mortality prior to 
1889 was from 40 to 50 per cent, due to in- 
halation pneumonia, and extension of infec- 
tion to the mediastineum. The first advance 
in technique was by Gluck, who resected the 
trachea and buttonholed it into the skin wound, 
with closure of the pharyngeal wound, thor- 
ough packing, and Trendelenberg’s position. 
Since then the mortality ranges from twenty- 
two per cent down to no deaths with va- 
rious operators. 

In incurable cases suffering is to be dim- 
inished either by tracheotomy or Dawbarn’s 
starvation method. Brewer reports a case 
much relieved by the latter method, symp- 
toms being much changed in forty-eight hours. 

Brewer has done sixteen thyrotomies with 
one death. Reports of six of these cases 
technique was practically that of Butler and 
Semon. 

There were eleven cases of complete laryn- 
gectomy, with five operative deaths. Of the 
six, three are alive and well ten years, three 
years, and two years after operation; one 
could not be traced, one had recurrence, and 
one died of pneumonia soon after recovery. 
The technique employed in the last four cases 
reported has given no operative death. Do 
tracheotomy ten days before operation. Di- 
vide isthmus of thyrod, expose trachea some 
distance above opening and pack with iodo- 
form gauze to cause granulating area as a 
barrier against infection. At the secondary 
operation do not raise trachea from its bed 


but destroy mucous membrane above the can- 
nula by cautery. Pack frequently to avoid 
wound secretions entering trachea during op- 
eration and subsequently introduce stomach 
tube at operation and leave in situ seven to 
ten days. Feed patients as soon as possible 
after operation. W. A. B. 


Closure of Wound after Radical Amputation 
of Breast. By Joseph Wiener. Annals of 
Surgery, Nov., 1909. 

A racquet-shaped incision is used, axillary 
tissue both pectorals and the breast with a 
large circle of skin is removed in one piece. 
The opposite breast is undermined from the 
wound edge by blunt or sharp dissection, lig- 
ating when necessary. The breast is then 
crowded over until skin edges are approxi- 
mated and is held by silkworm-gut sutures 
shotted on lead plates. Thick pads of gauze 
are placed between the plates and the skin. 
The plates must lie from two to two and one- 
half inches from the cut edges. This brings 
thé remaining breast to or near the middle line. 
It soon resumes the normal position. Drain- 
age by stab may be used in the axilla and 
above the clavicle if necessary. Adhesive 
straps Z. O. are used to reinforce, and are 
to be retained a few days after removal of 
sutures. Results have been splendid, and 
Wiener has not failed to make satisfactory 
closure in a single instance. W. A. B. 


Postoperative Treatment in Cases of Typhoid 
Perforation. By Peregrine Wroth, Jr. 
Annals of Surgery, Nov., 1909. 

This paper is based on a study of four per- 
sonally observed cases. The object is chiefly 
to call attention to the modified Fowler-Mur- 
phy treatment of general peritonitis, as ap- 
plied to that following typhoid perforation. 
The most constant symptom is pain, “sud- 
den, sharp, severe.” It is paroxysmol. In 
none of these four cases was the pain con- 
stant. Three of them slept after the first 
paroxysms. In all tenderness, rigidity and 
spasm were present, though variable. Dis- 
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tention, not marked, was seen in only one. 
Disappearance of liver dullness was found in 
three. In the other cases it was prevented 
by blockage of omentum, which, when pushed 
away during operation allowed escape of gas 
and fluid. In a scaphoid belly obliterated liver 
dullness is extremely suggestive of free gas 
in the cavity. In distended abdomen it is ex- 
tremely suspicious. Non-disappearance of 
liver dullness when abdomen is enormously 
distended is good ground (if other signs are 
not definite) for believing there is no perfor- 
ation. 

The after treatment was placing the patient 
in the bolt upright position as neafly as 
strength and comfort allow. No untoward 
effects were observed from this. This po- 
sition was maintained for four to seven days. 
Continuous salt solution per rectum, drip- 
method ; this solution was kept hot by running 
the conducting tube between hot-water bags. 
Two to six liters a day were absorbed. If 
stimulation was needed, strong, filtered cof- 
fee was used 400 cc. to 600 cc. of the saline 
and continued twelve hours at a.time, or for 
a shorter period if required. 

These patients were fed more rapidly than 
non-perforative cases. All four cases recov- 
ered without any ill effect on course of fever. 

W. A. B. 


Rupture of Spleen in Typhoid Fever. By 
Robt. C. Bryan. Annals of Surgery, Nov., 
1909. 

Bryan reports a case, male, age, 31; pre- 
viously vigorous; had had fever and malaise 
for a week, and entered hospital November 2, 
three days after first call of a physician. The 
case ran favorably to November 14, except 
slight pain over spleen. Thrn came sudden 
rise of temperature, 3 degrees F., in increase 
in pulse rate from 92 to 138. Cold extremi- 
ties, pinched facies. The pulse was weak and 
running, but regular. The belly hard, resist- 
ant, tympanitic, not distended. Liver dull- 
ness present. Diagnosis perforation and hem- 
orrhage, with an unaccountable increase of 


temperature. Ruptured spleen with extensive 
hemorrhage. The spleen was excised, fol- 
lowed by death in one hour. No autopsy. 
The author reports 38 cases; in no instance 
was a diagnosis made. All of them died, 
whether operated or not. The literature is 
extensively reviewed. A long list of con- 
clusions close the article. The gist of the 
conclusions follows: 

Rupture occurs oftener than we think; it is 
often undiagnosed, or diagnosed as perfora- 
tion. It is seen more often at the beginning of 
the third week, and during convalescecne. 
Pain over the spleen should not be unheeded. 
Rupture may occur with moderate enlarge- 
ment. Manipulation of a typhoid spleen 
should not be made; gentle bathing should be 
done if spleen is enlarged, and ice bag applied 
constantly over it. Sudden increase in the 
pulse rate of 20 to 30 beats should arouse 
suspicion. If attended with shock, if liver 
dullness is not obscured, and if rising temp- 
erature soon begins, ruptured spleen is the 
tentative diagnosis. Pain is of little value. 


W. A. B. 


Peri-Ureteral Pelvic Phleboliths. By George 
O. Clark. Annals of Surgery, Nov., 19009. 
Is summarized by the author as follows: 


I. Phleboliths have been recognized by 
pathologists for centuries as realities. 

2. They occur frequently in the peripros- 
tatic veins of men and in the plexus pampini- 
formis of women, varying in size and number. 

3. Symptomless in life, and requiring no 
treatment, they may be discovered only in 
post-mortem or in the course of rectal, vag- 
inal, or radiographic examination. 

. 4. In the pelvic radiographs they cast small 
shadows about the spine of the ischium and 
horizontal ramus of the os pubis, frequently 
in the course of the pelvic ureter. (a) Char- 
acteristically, these shadows are multiple and 
bilateral, but the number and site may vary. 
(b) Frequently the size of bird shot, they 
may be as large as what could cause ureteral 
obstruction, if intra-ureteral. (c) Shape, gen- 
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erally round or oval, may be slightly irreg- 
ular. (d) Density, in contrast to usual ure- 
teral calculus shadows, evenly rendered. (e) 
Where multiple, lines connecting the shadows 
may show an axis at variance with the ure- 
ter’s course. 

5. Familiarity with these characteristics will 
enable the interpreter of a pelvic radiograph 
to identify, in most cases, certain shadows as 
being cast by phleboliths. 

6. In other cases they may so obscure diag- 
nosis of ureteral calculus that before facts are 
definitely ascertained it will be necessary to 
resort to repeated X-ray exposures, varying 
the relative positions of light, patient, and 
plate; ureteral bougieing previous to radio- 
graphy, possibly to steretoscopic X-raying with 
bougies in situ. 

7. Suitable technic exists to make certain, 
without undue risk, in practically all patients 
suspected of having calculus in the pelvic ure- 
ter the intra-ureteral existence or non-exist- 


ence of the substance causing a given shadow. 
W. A. B. 


The Role of Heart Massage in Surgery. By 
Chas. S. White, in the October number of 
Surgery, Gynecology and Obstetrics. 
“Heart massage is an established method 


- of resuscitation, ten successful cases having 


been reported by ten operators. 

“Heart failure is rarely primary in chloro- 
form anesthesia, it is therefore essential that 
respiration be invoked by artificial means in 
conjunction with heart massage. Artificial 
respiration alone will not inaugurate heart 
contractions nor maintain blood pressure. 

“The best results have been obtained by 
the subdiaphragmatic method. 

“The most frequent indication for its use 
is in chloroform narcosis with cessation of 
respiration and circulation. In other condi- 
tions of heart failure secondary to respiratory 
failure and not dependent upon organic 
changes in the heart, the method is applicable. 
Further use of the method will widen its field 


of usefulness. 


“The possibility of resuscitation bears a 
definite relation to the time that has elapsed 
between the cessation of the heart beat and 
massage. 

“Lastly, let me affirm that the entire ques- 
tion is unsettled, that the fifty cases herein tab- 
ulated are only an incentive to further research, 
that each additional case is of value, and that 
some time may yet elapse before we can ad- 
just heart massage in proper accord with its 
surgical bearings.” W. A. B. 


NEPHROURETERECTOMY. 

J. W. Bovee, Washington, D. C. (Journal 
A. M, A., October 23), gives histories of four 
patients operated on by the following method, 
which he claims markedly reduces the dura- 
tion and traumatism of th eoperation and fa- 
cilities to a remarkable extent liberation of the 
lower portion of the ureter, provides simple 
and dependent drainage, permits removal of 
the kidney and ureter in one piece, allows 
closure of the wound except when much pus 
is spilled, does not exhaust the patient, and 
simplifies the. preparatory measures. It does 
not, he claims, require special apparatus for 
the detection of the lower end of the ureter 
or for its exposure and liberation. The oper- 
ation is described substantially as follows: 
The patient is put on the table in the Simon 
position and the loin area prepared for oper- 
ation. The preparation of the perineum, 
vulva, pubes, and vagina is made as for any 
vaginal operation. The anterior vaginal wall 
is next exposed and a vulsellum grasps and 
pulls the cervix downward to locate the inter- 
ureteric ligament. On the vaginal wall, ex- 
actly opposite the ureterovesical junction, will 
now be seen a small dimple from the outer side 
of which an incision fro mone to one and a 
half inches long is made downward and out- 
ward along the course of the ureter. . By care- 
ful blunt dissection the ureter is exposed and 
hooked down. If it is enlarged, as it com- 
monly is in tuberculous cases, this is very 
easy. A metal hook or piece of suture mate- 
rial is passed around it and gentle traction fa- 
cilities its liberation through the groad liga- 
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ment. If it is very large, one-half or three- 
quarters inch in diameter, it may be advisable 
either to ligate or to clamp and sever it, which 
renders it more mobile. If exsection from 
the bladder is thought desirable it may now be 
done, one layer of sutures being placed first 
and a second if deemed necessary after the ex- 
section is made and the first layer of sutures 
tied. A ligature is then placed on the free 
end of the ureter if a clamp was used. The 
patient is next changed to the supine position 
and opposite the lower pole of the affected 
kidney a transverse (Konig) incision, four 
inches or longer, is made through the extra- 
peritoneal portion of the abdominal wall. Its 
inner end need not be inside the semi-lunar 
line. The kidney is now freed and brought 
out through this incision, its vessels clamped 
or tied, and by gentle traction on the kidneys 
the fingers are aided in separating the ureta 
from surrounding structures down to the ple- 
vis, and it is easily pulled out of the wound. 
If careful dissection has not been accompanied 
by escape of pus from the kidney or ureta or 
from a perinephritic abscess, little attention to 
drainage will be needed. In two of his cases 
he has had to use both loin and vaginal drain- 
age. In others, a piece of gause was pushed 
by a uterine sound downward along the course 
of the ureta, through the vagina and vulva, 
only a strip being left in the abdominal portion 
of the cavity created by the operation. The 
loin wound was in these cases completely 
closed by buried animal sutures. The gause 
was usually removed fractionally by daily pull- 
ing it down after the second day. If loin 
drainage is required it is frequently preferable 
to employ the stab-wound space for it, closing 
the Konig incision completely. The article is 
illustrated. 


VAGINAL HYSTERECTOMY. 


R. Elmergreen, Milwaukee (Journal A. M. 
A., October 23), offers a new technic for vagi- 
nal hysterectomy which he asserts will prevent 
cystocele following the operation. The ad- 
vantages of the vaginal route over the abdomi- 


nal, are not altogether psychic and esthetic. 
When drainage is necessary in septic cases and 
the Fowler position is used, its mortality is 
practically nil. It should be the operation of 
choice also in cases of cancer of the fundas 
without glandular involvements, or metastases, 
and in elderly women who have passed the 
climacteric and those who have a thick and 
pendulous abdomen, unless especially con- 
traindicated. The tbsence of shock, the early 
convalescence, and the lack of visible mutila- 
tion are strongly in its favor. It is contraindi- 
cated with a naturally small or atrophied va- 
gina, fixed uterus or one that cannot be drawn 
down enough to ligate the lateral vessels, in 
advanced cancer, with large fibroids or those 
situated high in the plevis; and when there is 
a well-based suspicion of other pathologic con- 
ditions in the plevis which require attention, 
the abdominal route is preferable. Elmergreen 
gives his technic in detail, with illustrations. 
He utilizes the stumps of ligaments left after 
the extraction of the uterus, to form a new 
plevic floor, arranging them so that the large 
anterior stump containing the vesicovaginal 
septum, is placed well behind the others. They 
are then tied and sutured. The large stump 
area of anchorage of the posterior surface of 
the bladder securely wedged behind the stumps 
of the broad ligaments now snugly retracted 
high in the plevis, will overcome the cystocele 
effectively and permanently. He believes that 
anterior colporrhaphy as an adjuvant to this 
operation is altogether unnecessary. . Two 
cases are reported in which cystocele and pro- 
lapse had existed for many years and were 
thus completely removed. The author’s con- 
clusions are given as follows: “1. Vaginal 
hysterectomy si only indicated in a limited | 
class of cases. Among these I would mention 
cancer of the cervix, and cancer of the uterine 
canal in both cervix and fundus, with movable 
uterus; extreme prolapse of uterus and blad- 
der; extreme retrodisplacement with metritis 
in women who have passed the climacteric. 
2. Whenever applicable, vaginal hysterectomy 
has many advantages over abdominal hysterec- 
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tomy, not the least of which is the avoidance 
of shock, and the corresponding quick recov- 
ery in elderly patients. 3. Women are sing- 
ularly tolerant to operative traumatism in- 
flicted on the plevic organs by the vaginal 
route. 4. Vaginal hysterectomy has no hor- 
rors to most women suffering from cancer of 
the uterus, and the and the operation may 
serve as a psychic lever to turn patients to- 
ward surgical aid in the early stages of this 
dreadful disease. 5. The technic of vaginal 
hysterectomy often presents great difficulties ; 
but these are seldom unsurmountable. 6. 
Injury to the uterers,, and hemorrhage, both 
primary and secondary, can be avoided by 
modern methods. 7. Cystocele and prolapse 
of the bowel can be completely overcome by 
this method.” 


THE SURGERY OF THE OVARIES. 


J. O. Polak, Brooklyn (Journal A. M. A., 
October 23), asks whether the remote effects 
of conservative operations on the ovaries are 
such as warrant us in resecting a diseased or- 
gan. The reasons advanced in favor of such 
procedure are first the preservation of the 
function and second the avoidance of the 
artificially produced menopause with its 
troublesome nervous symptoms. He himself 
believes that the field of ovarian resection is 
a very limited one but there are ideal and 
selected cases in which it may be advisable. 
He finds from the study of 1,970 cases that 
there were only 32 known pregnancies, and the 
study of 300 cases in his personal service in 
which resection was done with a large number 
of secondary operations necessitated has given 
him further light on the subject and enabled 
him to make some deductions. Over 12 per 
cent of the entire number have required abla- 
tion of the second ovary or the part left. 
Twenty-six pregnancies have occurred in the 
240 women that could become pregnant or 
over ten per cent wwhich is higher ratio than 
usually reported. One patient contributed 
three pregnancies and two abortions but this 
was a specially favorable case. In all the 


patients excepting the ones reoperated upon 
an early operative menopause has been avoided 
and 106, or more than a third of the entire 
number, are free from pelvic pains of any 
kind. In 219 out of the 300 one ovary was 
entirely removed and the other partly and it 
is noteworthy that 17 of the 26 pregnancies 
occurred in patients with one ovary removed 
and the other extensively resected. But two 
patients who become pregnant had microcys- 
tic ovaries when operated upon thus support- 
ing his former view that such diseased ovaries. 
had better be removed entirely. If the return 
circulation in a resected ovary is impeded in 
such cases by the misplacement of sutures the 
cystic formation becomes very rapid and ex- 
tensive. He is convinced from his secondary 
findings that many recurrences of cysts and 
pains are due to omission to secure the re- 
sected ovary high enough in the plevis to 
maintain an equalized blood supply and to 
keep it froee from adhesions. Removal of the 
tubes tends to shorten the broad ligaments and 
cause some degree of retroversion. It is his 
custom to suspend the uterus in every case 
of double salphinectomy, no matter what the 
previous position of the uterus has been. This 
he thinks minimizes adhesions and maintains 
the ovary in a better position for its circula- 
tion. His general conclusion is, that multiple 
cystic degeneration is least favorable to con- 
servative procedure while ovaries containing 
retention cysts of the corpora lutea, large mo- 
nonuclear cysts, fibroids and dermoids may 
be conserved by resection with considerable 
hope for the patient’s future well being. 


DERMATOLOGY. 


Testing of Needles Used for Insoluble Mer- 
curial Injections. By L. Lafay (La Clinique) 
April 23, 1909. Pages 262-264. 

This able authority calls attention to thé ne- 
cessity of testing the long needles thus used 
for leaks along the sides. The injected ma- 
terial should be deposited in the muscular tis- 
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sue, and if the needle leaks, the mercury may 
be deposited in the fat, and there it causes 
furuncles, worse nodosities, and small sterile 
abscesses. Defects in needles grow with the 
increased length of the needles, for instance, 
of 2-inch needles, Lafay found 15 per cent de- 
fective, of the 3'4-inch he found 50 per cent. 
To test the needles insert the point end into 
a cork, fill the syringe with water and test. A 
leaky needle should never be used. 
J. M. K. 


The Intramuscular Treatment of Syphilis with 
Special Reference to the Insoluble Prepara- 
tion—a Critical Review. G. Pernet, Lan- 
cet, 1909. CLXXVII, No. 4482. 


Pernet makes a plea for calomel and gray 
oil, and says that the careless manner of using 
these insoluble preparations has brought upon 
them much undeserved criticism. 

The author believes treatment should begin 
as early as a diagnosis is made, and should 
be continued with perseverance and for a 
long period. 

The opposition in England to the insoluble 
injections is not well founded, for the fatal 
results were due either to faulty technique or 
to the existence of serious contraindications to 
gray oil. It is true that the method is dan- 
gerous, and is not a routine treatment. 

Pernet does not believe fully in the intense 
early treatment combined with excision of the 
chancre as a means of aborting syphilis, but 
what he has observed of the treatment has 
been encouraging. 

He thinks the best gray oil is that of the 
French pharmacopoeia : 

Purified mercury 
Lanolin 
Mediicnal oil of vaseline... .60 cc. 

Put up in small glass-stoppered bottles. 

Patients recently suffering from malaria 
and tropical infections not take injections well. 
Arsenic is very valuable in such cases. 

The most important and reliable prepara- 
tion in syphilis of the nervous system in any 
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stage of the disease, is calomel, and while it 
is painful, one should not hesitate to employ it. 

Concentrated calomel preparation is better 
borne than the weaker that are usually em- 
ployed. A 40 per cent calomel preparation 
has the same dose as gray oil. The maximum 
dose is 15 cg., but is advisable not exceed Io 
cg. for men and 5 to 7 cg. for women. 

Renal inadequacy, old age, invalidism, preg- 
nancy, tuberculosis, saturnism, gout and al- 
coholism contraindicate the use of insoluble 
preparations. J. MOK, 


The Comparative Value of the Internal Ad- 
ministration, Inunctions and Injections of 
Mercury in Syphilis. By E. C. Hay. Jour. 
Am. Med. Assn., 1909. LIII. No. 9, pp. 
674-680. 


All three methods should be used in every 
case, combining them with reference to the 
condition of the patient, surroundings, etc., as 
to which is the most advantageous or conven- 
ient under the circumstances. The internal 
alone cannot be depended upon because its ac- 
tion is too feeble and slow. When using in- 
ternally the author prefers a pill of biniodide 
of mercury with the iodide of arsenic and gold, 
or one containing one-fourth grain of mer- 
cuyr, one-half grain of lanolin, and one-half 
grain of purified ox-gall. 

The old “mixed treatment” gives fine re- 
sults in some cases of old tertiary cases with 
anemia and cachexia. 

Inunction is the ideal way of giving mer- 
cury, as far as effect is concerned, but is ob- 
jectionable and disagreeable because it be- 
trays the patient and is dirty and may produce 
a dermatitis. The advantages outweigh the 
disadvantages, because it is not painful, is free 
from danger, is potent and intense, and does 


not affect the gums as readily as the internal, 


but when the gums are affected they are 
worse. Some patients will not absorb mer- 
cury by the skin, however. 

Soluble injections are not more active than 
inunction if the skin absorbs mercury. Hay 
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does not believe that the mercury spread on 
the surface as inunction is absorbed by inhala- 
tion as vapor. 

Hay states that the injection method insures 
regular treatment, relief to the stomach and 
convenience, but he does not believe that it 
provides more accurate dosage, for no two pa- 
tients require the same size dose. The insol- 
uble preparations are more marked and last- 
ing, but their certainty of absorption depends 
upon the injected material not becoming en- 
capsulated. The gastro-intestinal tract is some- 
times disturbed by injections. The soluble 
preparations are inferior to inunction. 

The most effective soluble injection is the bi- 
chloride, and suggests"the following formula: 


Bichloride of mercury............. gr. viii. 
Physiolope salt solution ................ z i, 


M.—15 to 30 drops every other day. 

The insoluble preparations are not free from 
danger. Hay has not used calomel, but has 
had good results from the salicylate and the 
gray oil made by mixing an equal weight of 
mercury and lanolin. 

The author submits a plan of treatment for 
five years: 

First Year. 

Two months’ inunction or injections. 

One months’ rest. 

Two months’ internal. 

One month’s rest. 

Repeat the above in the next six months. 

Second Year. 

Six weeks’ injections or inunction. 

Two months’ rest. 

Two months’ internal. 

One month’s rest. 

Third Year. 

One month’s internal. 

One month’s rest. 

One month's internal. 

One month’s rest. 

Continue throughout th eyear. 

Fourth Year. 
Six weeks’ inunctions or injections. 


Fifth Year. 
Four to six weeks’ injection or inunction. 
Finally one course of treatment for one 
month for the next five years. 


J.M.K. 


MEDICAL. 


Treatment of Chronic Bronchitis. By Bev- 
erly Robinson, M.D. American Journal’ 
Medical Science, Vol. CXX XVIII, No. 6. 


In cases of chronic bronchitis that are pe- 
riodical and give no history of heart, lung or 
kidney diseases, then we are hopeful of a 
cure. In cases where they are able to give 
them a change of climate before secondary 
changes take place im some important organ. 
These patients should pay strict attention to 
hygienic conditions, suitable clothing and eat 
simple food, avoiding heavy meals. They 
should be moderate in the use of sweets, alco- 
hol and tobacco. 

Robinson states that iodides are the most 
reliable drugs, and his two standbys are iodide 
of potassium and syrup of hydriodic acid, and 
when dyspnoea present and nervous irritabil- 
ity combine with Hoffman’s anodyne. 

Counter-irritation should always be insisted 
upon, the most satisfactory being the com- 
pound tincture of iodine. Inhalation of cre- 
osote through a perforated zinc inhaler being 
excellent, but Robinson’s combination is equal 
parts of creosote, alcohol and spirits of chlo- 
roform. If given internally, should be com- 
bined with whisky and glycerine. Preferably 
one should go to the sand hills of Georgia in 
winter and Adirondacks in summer. These 


patients should also receive the best of tonics. 
O. N. B. 


Resemblance between the Clinical Effects of 
Pneumococci and Meningococci Infections. 
By Robert B. Preble, M.D. American 
Journal Medical Science, Vol. CXXXVIII. 
No. 6. 

Preble regards certain phenomena in these 
as specific effects, and is frequently able to 
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predict the results of blood culture. 

The effects in common are four, no one is 
peculiar to pneumococcic infection but the 
combination of three is seen in no other dis- 
ease except one. The four common resem- 
blances are: (1) Acuity of the onset of symp- 
toms; (2) polymorphoneuclear leucocytosis ; 
(3) the effects of the pneumococcus in the 
form of a herpetic eruption; (4) extremely 
low chloride excretion in the urine. He 
states these two infections also have a simil- 
arity, as to complications, as endocarditis, per- 
icarditis, arthritis and otitis media. It has 
been his opinion for some time, based on clin- 
ical observation, that endocarditis occurs in 
those cases of pneumococci infection when the 
cocci are of low virulence. Then if it is true 
that meningococcus is a pneumococcus of low- 
ered virulence, then one would expect to find 
endocarditis more frequently in menengitis 
than pneumonia. Since the introduction of 
Flexner-Jobbling serum meningitis terminates, 
in many cases, abruptly as in pneumonia. 


The Practical Value of Spinal Percussion in 
Diseases of the Mediastinum. By John C.* 
DaCosta, Jr., M.D. American Journal of 
Medical Sciences, Vol. CXXXVIIL., No. 6. 
In this article Dr. DaCosta brings out 

clearly the technique of spinal percussion, 
gives cases chiefly of enlarged bronchial and 
mediastinal glands met in connection with 
tuberculosis and other pleuro-pulmonary in- 
fection as well as neoplasms of the posterior 
mediastinum. These effect the percussion 
sound over the thoracic vertebrae. 

The cervical vertebrae are anatomically un- 
fitted to generate a resonant sound; on the 
other hand, the thoracic seems well adapted, 
being an even, convex segment of bone, un- 
affected by excessive flexion and made up of 
large vertebrae having long, stout spines and 
costal paths for transmission of vibration, 
therefore pathological conditions can be better 
detected in thoracic than cervical regions. 

The normal resonance is modified by path- 
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ological conditions in the mediastinum show- 
ing the advantage of careful spinal percussion. 
Normally the first three or four have a high 
pitch, but the eight or nine below this have 
a clear, low-pitched resonance of an osteal 
quality. 

Von Karanyo maps out the entire spine as 
follows: 

1. Firsttto seventh, cervical, dullness ; 

2. First to fourth, thoracic dullness blend- 
ing with impaired resonance below ; 

3. Fifth to eleventh, thoracic, clear reson- 
ance 

4. Twelfth thoracic to fifth lumbar, dullness 
progressively diminishing until tvympany ap- 
pears over the last lumbar spine. 

5. Sacrum and coccyx tympany. 

He states it is useless to attempt percus- 
sion of a diseased spine, the inflammatory pro- 
cesses affecting the osseous vibrations. The 
posture must be so as to relax the vertebral 
muscles and interspinous ligaments. To do 
this he must sit on a cushioned stool leaning 
forward with arms on knees and head bent 
forward at an angle of 50 degrees. Mediate 
finger percussion is most satisfactory. Too 
much force should not be used as a hyper- 
resonance masks any dullness. Some cases 
are negatived by the interposition of areas of 
compensatory emphysema affecting the inner 
and posterior pulmonary borders. He sums 
up by saying that spinal percussion is espe- 
cially useful with pressure symptoms and mu- 
ral signs. It is especially valuable in medias- 
tinal neoplasms, aneurysm of aortic arch, tu- 
mor of the oesophagus, atelectasis, consolida- 


tion of lung and pleural effusions. 
O. N. B. 


THE TREATMENT OF DIABETES. 


J. Rudisch, New York (Journal A. M. A.., 
October 23), after reporting briefly three 
cases, discusses the treatment of diabetaes. 
All authorities, he says, recommend the ad- 
ministration of large quantities of fat on ac- 
count of its high caloric value and easy assim- 
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ilation. In all his patients, who have taken 
only a small quantity of fat, nothing but good 
effects were observed, but the large quantity 
often given caused severe digestive disorders 
in children, which class of patients are espe- 
cially the subjects of this study. In some cases 
vegetable fats can be substituted for animal 
fats with great advantage. Olive oil is the 
best form and is especially well borne by 
young subjects. It should be given in grad- 
ually increasing doses, from one teaspoonful 
to three tablespoonfuls and more after each 
meal. What to do when acetone and diacetic 
acid appear is a problem to be met by the 
practitioner and these usually are met with 
when a person is suddenly deprived of all car- 
bohydrates. The text books usually advise a 
return to the carbohydrates in case these sub- 
stances appear in large quantities but Rudisch 
thinks this dictum must not be applied indis- 
criminately. In the majority of cases, espec- 
ially those of a milder type, the acetone will 
usually disappear in a few days even though 
the carbohydrates be still withheld. He has 
never seen a single case in which coma fol- 
lowed a strict protein and fat diet with the 
exclusion of all carbohydrates. Those cases 
which have been long under observation and 
have been kept on a strict carbohydrate diet 
for some time are somewhat different. If 
they develop acetone bodies it is necessary to 
give them some carbohydrates with corres- 
ponding. diminution of the proteid, till the 
diacetic acid diminishes or disappears. Rud- 
isch does: not find it necessary to allow a ratio 
of thirty-five to forty calories per kilo, at least 
for patients who are mostly at rest in bed. He 
gives examples of the diets used, in two of his 
cases reported averaging below twenty-five 
calories per kilo. In the other case a much 


larger amount was given at first, it being a 


case of some duration, but was after reduced 
to about thirty calories per kilo. There is 
hardly a drug that has not been used in the 
treatment of diabetes but there are three drugs 
to which he especially calls attention. These 
are sodium bicarbonate, opium, and atropin. 
The use of sodium bicarbonate is usually limit- 
ed to the treatment of acidosis but Rudisch 
thinks that given with a carbohydrate free diet 
and in sufficiently large doses—thirty to forty 
grains a day—it has a distinctly inhibitory ac- 
tion on the excretion of sugar. This state- 
ment has also been made by Reale. Opium 
and its alkaloids is especially valuable where 
the neurotic element is present. The objection 
to their use is the danger of causing habits 
and sometimes the uncertainty of their action. 
It has been his good fortune to discover that 
atropin has a greater effect on the excretion 
of sugar than any of the drugs that have been 
tried. It has the advantage of being well borne 
in large doses if given cautiously and is grad- 
ually increasing amounts. It causes the dis- 
appearance of glycosuria more quickly than 
withdrawing the carbohydrates, and when 
these have been cautiously increased, it is of- 
ten possible to suppress and glycosuria that 
may come on with atropin alone, without any 
change of diet. The sulphate was the salt 
generally used but the methyl bromid has some 
advantages in being less toxic. With the sul- 
phate the initial with adults was one-fiftieth 
of a grain t. i. d. gradually increased some- 
times to one-twentieth, t. i. d. These large 
doses were seldom required. In children he 
would begin with one twohundred and fiftieth 
or less. If toxic effects are observed he stopped 
increasing the dose or stopped the drug entire- 
lv. He gives a chart showing the effects of 
atropin on glycosuria and carbohydrate tol- 


erance. 
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CLINICAL EXPERIENCES WITH ANTIGONOCOCCIC SERUM 
By EDW. FRANCIS KILBANE, M.D., 


Assistant Genito-Urinary Surgeon to Roosevelt Hospital, O. P. D. Surgeon to Lincoln Hospital, New 
York; N:. ¥. 


The following six cases which have been 
treated with anti-gonococcic serum (Rogers 
and Torrey) are published as a preliminary 
report in the belief that such additions to the 
literature on the subject will serve as an indi- 
cation of the method of using the serum and 
the results that may be reasonably expected 
therefrom: 

Case 1.—Male, aged 23. Two attacks of 


gonorrhea previously. Present attack has . 


lasted during the past seventeen months. Has 
no discharge now, but has shreds in first urine 
and urine is cloudy. For past three months 
has had pain along left sciatic nerve and stiff- 
ness in left leg, causing a limp and at times 
a decided lameness. Pain and stiffness is 
worse on arising. Unable to work at trade of 
cloth cutter because of pain. Examination: 
Urine cloudy into shreds. Prostate slightly 
enlarged, soft, but not tender. Urethra ad- 
mits 26 F. easily. Treated until July 15, 1908 
with protargol, argyrol, albargin, silver nitrate, 
sounds, massage of postate, etc., and inter- 
nally received at different times. Sod. salicy- 
late, K. I., colchicum, salol, phenacetine, arse- 
nic, iron, quinine and strychnine. Condition 


remained same as when first seen. Would im- 


prove at times for few days and then get back 
to old condition. 

Administered 2 c. c. serum on July 15, 
July 18 and July 21. Leg was less painful and 
more limber after each injection. July 22, leg 
again painful, stiff. Intense itching on both 
arms at sides of injections. Urticaria extend- 
ing 3 inches in each direction from site of in- 
jection. Left arm became edematous, very 
hard and very painful. Alcohol wet dressing 
applied. July 25, improving. Leg stiff. July 
31, 2c. c. serum; August 5, 2 c. c. serum; 
August 10, 2 c. c. serum; August 15, 2 c. c. 
serum; August 24, 2 c. c. serum. Symptoms 


improve after each injection. Is now very 
much worse than was before started treatment. 
Urine has a shred in it occasionally, but is 
usually entirely clean. All injections deep: 
intramuscular. Condition not improved by 
serum. 

Case 2.—Male, age 17; gonorrhea past fif- 
teen weeks. Had symptoms of acute posterior 
urethritis some weeks ago. Left wrist painful 
past five weeks. Examination: Urine, first, 
cloudy, shred§; second, clear. Left wrist typi- 
cal gonorrheal arthritis. Soreness from fin- 
gers to middle of forearm. Active and pas- 
sive motion in joint practically nil. Gave 2 
c. c. serum. 

Did not see patient until August 24, 1908, 
when he reported again. Pain ceased in 
wrist day after first injection. Examination: 
Swelling diminished. Motion of wrist has 
increased slightly. Not seen since. Condi- 
tion improved. 

Case 3.—Male, age 17. Gonorrhea for 
some weeks past. Foot very painful across 
ball for past two days. Had to discontinue 
work last night because of pain. Examina- 
tion: August 1, 1908, urine very cloudy. 
Foot swollen slightly. Very tender, walking 
possible only with cane. Gave 2 c. c. serum. 
August 3, 1908, foot much better and con- 
tinued to improve. August 13, 1908, 2 c. c. 
serum. August 18, 1908, extensive urticaria 
on upper surface of painful foot, extending 
from toes half way up leg. (Injections were 
into buttocks.) Foot improved greatly and is. 
now almost well. Still used treatment for 
urethritis. 

Case 4.—Male, age 26. Gonorrhea for 
some weeks. Had some pain in the knee for 
few hours. Then shifted to one wrist, and 
after few hours to other wrist. Now painful 
for one week. Examination: August 22, 1908, 
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urine cloudy; wrist swollen from fingers to 
middle forearm. Motion practically nil. Very 
painful. Gave 2 c. c. serum. Put arm in 
splint. Improvement within twenty-four 
hours. August 25, 1908, removed splint three 
days later. Swelling had subsided. Exten- 
sion normal. Flexion limited. Had greatly 
improved. 

Case 5.—Male. Seen first on August 24, 
1908. Gonorrheal arthritis in wrist. Gave 
2c. c serum. August 25, 1908, feels easier. 
August 29, 1908, small amount urticaria on 
buttock over site of injection. Wrist much 
better. 

Case 6.—Female, age 24, married. August 
25, 1908, five weeks ago pain in left knee, two 
days later pain in right hip. Two days later 
pain in middle finger and thumb of right hand, 
which by next morning had extended up to 
wrist and has been that way’ since. 
Examination: Swelling extending from fin- 
gers to well above wrist. Motion practically 
nil. Has been very painful all the time. Gave 
2c. c. serum August 27, 1908. Wrist very 
much better. Has had much less pain than at 
any time since taken sick. 

While opinions based upon a series of six 
cases are necessarily inconclusive, it will be 
seen that case 1 showed no improvement; 
cases 3 and 5 showed much benefit. Cases 2, 
4 and 6 showed some improvement. In other 
words, five out of the six cases were very 
much benefited. 

24 West Sixtieth Street. 


THE FUNCTION OF THE CORPUS 
LETUM. 


After referring to his previous work in 
which he showed that it was possible to pro- 
duce at will deciduomata in the guinea-pig by 
incisions into the uterus at a certain period 
after ovulation, L. Loeb, Philadelphia (Jour- 


nal A, M. A., October 30), gives a summary 
of his later work since that publication. In 
his former paper he described only the changes 
produced in the guinea-pig, but here he gives 
the results of similar experiments on the rab- 
bit showing that the maternal! placenta can be 
produced experimentally in these animals, with 
specific differences. He remarks that it would 
be of interest to use these methods on still 


other mammalians. He finds in a large se- 


ries of recent experimnts, that th only tissue 
in the ovaries which is concerned in sensitiz- 
ing the mucosa for the production of the 
growths and the cause of the histologic 
changes is the corput luteum. He has there- 
fore been able to ascribe a definite function to 
the corpus luteum, namely, that of supplying 
a sensitizing substance to the uterus which 
prepares the latter to respond with the pro- 
duction of the maternal placenta if an exter- 
nal stimulus of a mechanical nature is added. 
He points out the béaring of his experiments 
and their results on the phenomena of ovula- 
tion and pregnancy, and shows that here is a 
certain specific action of the sensitizing sub- 
stance produced by the corpus luteum and 
the uterine tissues. In the guinea-pig, it is 
impossible, as he has proved by many experi- 
ments, to produce an extrauterine pregnancy. 
In man this occasionally happens, and here the 
specificity in the fixation of the corpus luteum 
substance is less marked. In the former paper 
he had said that it was possible to obtain a 
growth of the decidua in a piece of uterine 
tissue which had been excised and transplanted 
under the skin of the same animal, thus indi- 
cating that the sensitizing substance is car- 
ried from the corpus luteum through the cir- 
culation. He has not, however, been able to 
obtain the formation of well-developed decidua 
after transplantation into a male guinea-pig. 
The bearing of these experiments on tumor 
growth has been previously discussed by him. 
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The “Storm” Binder 
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“Adapted to > Use of Men, Wemen and Chitdren 
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